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Davis—CHRISTOPHER’S TEXTBOOK OF SURGERY 


See Saunders advertisement just inside (© 


NEW (7th) EDITION! 


J 
. . . . . . . . . . . . . . . . . 


HEINZ 
OF NUTRITION 
Edited by Benjamin T. Burton, Ph.D. 
‘* Staff Consultant in Nutrition, 
H. J. Heinz Company 
. Floyd S. Daft, Ph.D. C. Glen King, Ph.D. 
* Grace A. Goldsmith, M.D. W. H. Sebrell, Jr., M.D. 
- Helen A. Hunscher, Ph.D. F. J. Stare, Ph.D., M.D. 
in A definitive manual condensing and encompassing the entire field of hu- + 
: man nutrition, both in health and in disease. This new work is an over-all 
: ready reference book on nutritional matters for students and practicing 
2 physicians written in a concise and authoritative manner. This book rep- 
resents the accepted consensus of contemporary scientific and clinical 
4 thought, and summarizes up-to-date, proven and accepted information. 
447 pp., 6 « 9, illus., $5.75 
* Principles of Internal Medicine 
3rd Edition 
a Harrison * Adams * Bennett * Resnik * Thorn * Wintrobe 
5 This third edition contains a vast amount of important, new informa- . 
tion. For the student, this volume has served as a textbook for many years i 
‘ since it approaches the subject of internal medicine in the same way as ie 
} it is approached in the curriculum. 
“ In this work information is presented from the standpoint of the way the 
patient presents his symptoms to the doctor. 1782 pp., plus index, 7! 4 
97s, illus., one volume edition $18.50, two volume edition $24.00. 


THE BLAKISTON DIVISION 
le McGraw-Hill Book Co. 330 W. 42nd St., N.Y. 


50 
YEARS OF 
PUBLISHING 
4 


Cecil & Loeb—7exthook of Medicine 


Complete management of more than 800 diseases 
is given in this text. Etiology, recognition, path- 
ologic physiology, examination methods, tests, 
diagnosis, prevention, prognosis and treatment 
are all included. This revision features 30 new 
contributors and 


(Oth) 
Edttion! 


36 completely new subjects 


By 164 AurTHoaities. Edited by Russert L. Cecit, M.D 


with the assistance of 3 Associate Editors 
In two volume form $20.50 


Nelson —7erthook of Pediatrics 


Medical students will appreciate a book that 
meets all of their class needs and then extends its 


1665 pages, 7 


(7th) 
Edition! 


usefulness into their years of actual practice. This 
isa complete guide to total care of the child from 
the prenatal period through adolescence. Disor- 
ders covered range from Infectious Diseases and 


Edited by WaLpo E. Netson, M.D., Professor of Pediatrics 
Saint Christopher's Hospital for Children, Philadelphia. With 
with 428 illustrations, some in color. $16.50 


Every common surgical disease is considered in 
this thoroughly revised New (7th) Edition. Etiol- 
ogy, pathology, clinical course, diagnosis, treat- 


ment, pre- and post-operative care, complications 


and prognosis are presented with each discussion. 
You'll find completely new discussions on such 
important subjects as: Infections, Surgery of 


Edited by Loyvat 
School 
hgures 


Davis, M.D., 
With the Collaboration of 82 American Authorities 


“Dorland” gives 


DORLAND'S 
ILLUSTRATED 
MEDICAL 
DICTIONARY 


Twenty-third 
Edition 


GREENHILL; RKicHarp M. Hewitt 


Flexible binding. Thumb-indexed 


W. B. SAUNDER 


West Washington Square 


S Baste From Saundew... 
Tow Tu Yew aud Revised Edétious! 


University; and Ropert F. Lors, M.D., Sc.D., D. Hon. Causa. LL.D., Bard Professor 


Davis— Christopher's of Surgery 


Professor and Chairman of the Department of 


Above Books Gladly Sent te Peachers for Consideration as Texts 


104,372 accurate and authoritative definitions 
heart of current medical language. It has been the standard of the 
medical world for nearly 60 years. Valuable see-at-a-glance tables list 
such important groupings as chemical elements, endocardial murmurs, 
stains and staining methods, weights and measures, etc. 


Under the Editorial Supervision of Lestre Bratnerp AREY 
1598 pages, 6)” 99” 
$12.50 


nearly 100 articles drastically revised. Among the 
new subjects you'll find concise accounts of: 
adenoviral infections—tropical ulcer—renal gly- 
hepatic coma — 


high altitude sick- 


cosuria — agammaglobinemia 


pharyngoconjunctival fever 


ness—oxalosis—cervical spondylosis. 

, Se.D., Professor of Clinical Medicine Emeritus, Cornell 
of Medicine, Columbia University: 

10”, with 171 illustrations. In single volume form $16.50, 


New (10th) Edition! 


Nutritional Disturbances to Diseases of the Blood 
and Radiation Injury. For this New (7th) Edition 
there has been “word-by word” revision or re- 


appraisal. Among the sections entirely rewritten 
are: The Newborn: The Nervous System; Fluid 
Therapy; The Cardiovascular System. 


Temple University School of Medicine: Medical Director of 
the Collaboration of 81 Contributors. 1462 pages, 7” 10” 


New (7th) Edition! 


Peptic Uleer, Tumors of the Lungs and Bronchi, 
The Urinary Tract, Male Reproductive System, 
ete. In addition, new 
aldosterone 


material is included on: 

portal hypertension—radical mas- 

respiration machines—fluothane 
middle lobe syndrome. 


toidectomy as 


an anesthetic 


Surgery 
x 10 
Nex 


Northwestern University Medical 
, with 1500 illustrations on 752 
(7th) Edition—Ready February! 


About 155 


the 


A section ex- 


plains how dictionary entries are arranged, their alphabetization, etc. 


Witttam Burrows: J. P. 
Over 700 illustrations 
Twenty-third Edition! 


S COMPANY 


Philadelphia 5 
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NEW 1959 EDITION 


THE PHYSICIAN 
AND 
THE LAW 


By ROWLAND H. LONG, LLB., LLM. 


Lecturer in Forensic Medicine, New York University Postgraduate 
Medical School; Member of the New York and Massachusetts Bars. 


with FOREWORD by MILTON HELPERN, M.D. 


The purpose of this revision is to provide the physician and student with a working knowledge of 
the rules of law which should govern his conduct in the physician-patient relationship; and to pro- 
vide a helpful guide for the physician appearing in court as a witness to prove facts relating to in- 
jury, disease, and the causal relationship between them and death. 


Written in non-technical terminology, the book is concise, authoritative and well documented. 


EVERY PHYSICIAN AND STUDENT WOULD DO WELL TO READ 
THIS BOOK CAREFULLY FROM COVER TO COVER (THERE ARE 
ONLY 282 TEXT PAGES) AND THEN KEEP IT IN HIS OFFICE 
FOR CONSTANT REFERENCE, 


The legal responsibilities and medicolegal situations arising out of the practice of medicine create 
many legal hazards against which the physician must be constantly on guard. All too frequently 
he is unaware of these hazards or is misinformed regarding them. 


In this edition the book has been carefully revised and much new matter added with regard to the 
liability of medical clinics, unincorporated associations and charitable hospitals; on blood group- 
ing and transfusion; shock therapy; autopsy; artificial insemination; illustrative malpractice cases 
of Aortography, Spinal Block and Antibiotics; the danger inherent in making statements which may 
be held to constitute an admission of negligence; and euthanasia. 


4, TABLE OF CONTENTS 
tty Foreword by Milton Helpern, M.D. 10. Artificial Insemination 
ON 1. The Relationship between Physician and 11. Adoption of a Baby 
ate Patient 12. The Physician and the Criminal Law 
2. Malpractice 13. Revocation or Annulment of License 
3. Malpractice—Illustrative Cases 14. Compensation of the Physician and the 
4. The Physician’s Defenses Workmen’s Compensation Law 
5. Diagnostic Aids as Evidence 15. Insurance for Physicians 
6. Autopsy 16. Communications Made Privileged by 
7. The Responsibility of the Physician in Cases Statute 
of Violent or Unexpected Death or Sud- 17. The Testimony of Experts 
den Death from Natural Causes 18. On the Witness Stand 
8. The Involuntary Commitment of the Glossary 
Mentally III Table of Cases 
9. Blood Group Tests and Blood Transfusions Index 


PUBLISHED OCTOBER 1959 + 316 PAGES + $5.95 POSTPAID 


APPLETON-CENTURY-CROFTS, INC. 


(Publishers of Warren Cole’s TEXTBOOK OF SURGERY, 1959 ED.) 
35 WEST 32nd STREET, NEW YORK 1, N.Y. 
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NEW BAUSCH & LOMB 
STEREOMICROSCOPES 


give you 
STEREO 


CONTINUOUSLY 
VARIABLE POWER 


Here's a completely new optical concept for 
faster, easier 3D work. Just turn tue magnifi- 
cation knob and watch the crisp stereo image 
zoom to the exact size you need. Not just a 
few fixed powers, but avy power within the 
wide range! Exclusive with Bausch & Lomb. 


a 


Featuring Exclusive POWER POD Design Concept 


© Sealed to keep dust out of jai \ 
optical system! 


No nosepiece! 
No individual objectives... © 
no objectives to change! 
No image jump! 

No image blackout! N { 


Featuring NEW LOW PRICE 


. about one-third lower than previous line! 


| 
| BAUSCH & LOMB OPTICAL CO. | 
14748 St. Paul St., Rochester 2, N. Y. 

| 


(] Send me new Catalog D-15. 


| (J Schedule a demonstration at my 


MAIL COUPON TODAY! 


convenience. 


Name, Title 


| America’s only complete optical source 
City Zone State | - - - from glass to finished product 


| 
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PRO 


offers effective aid in the treatment of many organic symptoms arising 
from moderate to severe emotional disturbance. For example, Prozine produced 
improvement in 62 of 74 patients' with anxiety neuroses accompanied by nausea, 
vomiting, tremor, palpitations, or fear. In another 57 patients* suffering from 
nausea and vomiting, Prozine relieved symptoms in over 90 per cent. 


Designed for everyday practice, Prozine controls motor excitability as well as 
anxiety and tension by acting on both the hypothalamic and thalamic areas of the 
brain. Because of this dual action, dosage requirements are low, side-effects minimal: 


1. Case reports on file, Wyeth Laboratories. 2. Parks, R.V., and Moessner, G.F.: Dual 
Approach to Patient Care, Scientific Exhibit, A.A.G.P., April, 1959. 


Affects the thalamic and hypothalamic areas of the brain 


-ler 
meprobamate and promazine hydrochioride, Wyeth 


SPECIFIC CONTROL THROUGH DUAL ACTION 


*Trodemork 
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Calendar of Meetings 


ASSOCIATION OF AMERICAN 
MEDICAL COLLEGES 


71st Annual Meeting, Cctober 31—Nov. 2, 1960 
Diplomat Hotel, Hollywood, Fla. 


1960 
JANUARY 


American AcapemMy or ALLERGY, Hollywood Beach Hotel, 
Hollywood-by-the-Sea, Fla., Jan. 11-13. Mr. James O. 
Kelley, 756 N. Milwaukee St., Milwaukee 2, Wis., Execu- 
tive Secretary. 

AMERICAN ACADEMY oF OrTHOPAEDIC SURGEONS, The Palmer 
House, Chicago, Jan. 23-28. Mr. John K. Hart, 116 S. 
Michigan, Chicago 3, Executive Secretary. 

American CoLiece or SurGrons, Sectional Meeting, the 
Brown Hotel, Louisville, Ky., Jan. 21-23. For informa- 
tion write: Dr. H. P. Saunders, 40 E. Erie St., Chicago 11. 


FEBRUARY 


American Acapemy or OccuPpaATIONAL Mepictne, Williams- 
burg Inn, Williamsburg, Va., Feb. 10-12. Capt. Lloyd B. 
Shone, Bureau of Medicine and Surgery, Navy Dept., 
Washington 25, D.C., Secretary. 

American or ALLercists, Inc., Americana Hotel, 
Bal Harbour, Miami Beach, Fla., Feb. 28-Mar. 5. Mr. 
Eloi Bauers, 2160 Rand Tower, Minneapolis 2, Executive 
Vice-President. 

American or Raptorocy, Roosevelt Hotel, New 
Orleans, Feb. 3-6. Mr. William C. Stronach, 20 N. Wacker 
Dr., Chicago 6, Executive Director. 

American or SurGcroNs, Sectional Meeting for Sur- 
geons and Nurses, Statler Hilton, Boston, Feb. 29-Mar. 3. 
For information write: Dr. H. P. Saunders, 40 E. Erie St., 
Chicago 11. 

AMERICAN OrtTHOPSYCHIATRIC AssoctaTION, INc., Sherman 
Hotel, Chicago, Feb. 25-27. Marion F. Langer, Ph.D., 
1790 Broadway, New York 19, Executive Secretary 

Congress on Medical Education and Licensure, Palmer 
House, Chicago, Feb. 7-9. For information write: Coun- 
cil on Medical Education and Hospitals, American Medi- 
cal Association, 535 N. Dearborn St., Chicago 10. 

Soctery or Untversiry Surceons, Minneapolis, Feb. 11-13. 
Dr. Ben Eiseman, 4200 E. Ninth Ave., Denver 20, Secre- 
tary. 

SyMPostUM ON FUNDAMENTAL CaNceR Researcn (14th), 
University of Texas, Houston, Feb. 25-27. For informa- 
tion write: University of Texas M. D. Anderson Hospital 
& Tumor Institute, Houston 25, Texas. 


MARCH 


AMERICAN BRONCHO-ESOPHAGOLOGICAL AssoctaTIoN, Deau- 
ville Hotel, Miami Beach, Fla., Mar. 15-16. Dr. F. John- 
son Putney, 1712 Locust St., Philadelphia 3, Secretary. 


American AcapeMy oF Forensic Sciences, Drake Hotel, 
Chicago, Mar. 3-S. Dr. W. J. R. Camp, 1853 W. Polk St., 
Chicago 12, Secretary-Treasurer. 


AMERICAN AcapeMy or GeNeRaL Practice, Philadelphia, 
Mar. 19-24. Mr. Mac F. Cahal, Volker Blvd., at Brook- 
side, Kansas City 12, Mo., Executive Director. 


AMERICAN ASSOCIATION FoR THE History oF MEDICINE, 
Inc., Charleston, S.C., Mar. 24-26. John B. Blake, Ph.D., 
c/o Smithsonian Institution, Washington 25, D.C., Secre- 
tary. 


American CoLtece or Surceons, Sectional Meeting, The 
Broadmoor, Colorado Springs, Colo., Mar. 21-23. For 
information write: Dr. H. P. Saunders, 40 E. Erie St., 
Chicago 11. 


AMERICAN COLLEGE oF SuRGEONS, Sectional Meeting, Shera- 
ton-Portland Hotel, Portland, Ore., Mar. 28-30. For infor- 
mation write: Dr. H. P. Saunders, 40 E. Erie St., Chi- 
cago 11. 


AMERICAN GASTROENTEROLOGICAL ASSOCIATION, Roosevelt 
Hotel, New Orleans, Mar. 31-Apr. 2. Dr. Wade Volwiler, 
Dept. of Med., Univ. of Washington, Seattle, Secretary. 


American Gastroscopic Society, Roosevelt Hotel, New 
Orleans, Mar. 30. Dr. Arthur M. Olsen, Mayo Clinic, 
Rochester, Minn., Secretary-Treasurer. 


AMERICAN LARYNGOLOGICAL AssocIATION, Deauville Hotel, 
Miami Beach, Fla., Mar. 18-19. Dr. Lyman Richards, 
Massachusetts Institute of Technology, Cambridge 39, 
Mass., Secretary. 


AMERICAN LARYNGOLOGICAL, RHINOLOGICAL AND OTOLOGICAL 
Socrety, Inc., Deauville Hotel, Miami Beach, Fla., Mar. 
15-17. Dr. C. Stewart Nash, 708 Medical Arts Bldg., 
Rochester 7, N.Y., Secretary. 


AmeRIcAN OroLocicat Socrety, Deauville Hotel, Miami 
Beach, Fla., Mar. 13-14. Dr. Lawrence R. Boies, Uni- 
versity Hospital, Minneapolis 14, Minn., Executive Secre- 
tary-Treasurer. 


AMERICAN OTORHINOLOGIC For PLastic SuRGERY, 
Inc., Deauville Hotel, Miami Beach, Fla., Mar. 6-13. Dr. 
Joseph G. Gilbert, 75 Barberry Lane, Roslyn Heights, 

N.Y., Secretary. 


AMERICAN PsycHosomatic Socrety, Sheraton-Mount Royal 
Hotel, Montreal, Mar. 26-27. Miss Joan K. Erpf, 265 
Nassau Rd., Roosevelt, N.Y., Executive Assistant. 


American Raptum Soctety, Caribe Hilton Hotel, San Juan, 
Puerto Rico, Mar. 17-19. Dr. Robert L. Brown, Robert 
Winship, Clinic, Emory University, Atlanta 22, Ga., Secre- 
tary. 

NatTionaL HeattH Councit, Nationat HeattH Forum, 


Miami, Fla., Mar. 13-18. Mr. Philip E. Ryan, 1790 
Broadway, New York 19, Executive Director. 


NaTIONAL Muttrpte Scterosis Soctety, New York City, 
Mar. 8. Mr. Donald Vail, 257 Fourth Ave., New York 10, 
Secretary. 


NevurosurcIcAL Society or America, Del Monte Lodge, 
Calif., Mar. 30-Apr. 2. Dr. Raymond K. Thompson, 803 
Cathedral St., Baltimore 1, Secretary. 
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HELPFUL LEA & FEBIGER BOOKS 


Herbut—Pathology 


By PETER A. HERBUT, M.D. 
Professor of Pathology, Jefferson Medical College and Director of Clinical 
Laboratories, Jefferson Medical College Hospital, Philadelphia 
21 Contributors. Dr. Herbut presents an encyclopedic amount of information in this useful 
book. It is written especially for under- and postgraduate students of medicine. Following 
a chapter on orientation, the author goes into the important but often neglected topic of the 
autopsy. Chapters are then devoted to the basic pathologic processes of congenital anomalies, 
degenerations, inflammations, physical disturbances and tumors. 


New 2nd Edition. 1516 Pages,7” X 10”. 1506 Illus. on 758 Figs. 
and 6 Plates in Color. $18.50 


Merritt—A Textbook of Neurology 


By H. HOUSTON MERRITT, M.D. 

Professor of Neurology, Columbia University; Director of the Service of Neurology, 
Neurological Institute, Presbyterian Hospital, New York City 
Students have become especially appreciative of this present-day application of modern neuro- 
logic principles. Dr. Merritt presents diseases of the nervous system as an integral part of 
internal medicine. Full consideration is given to common diseases of the nervous system and 
to established methods of treatment. Every advance in pathogenesis and treatment is in this 
new edition. 


New 2nd Edition. 765 Pages. 182 Illustrations and 123 Tables. $12.50 


Faust and Russell—Craig and Faust’s 
Clinical Parasitology 


By ERNEST CARROLL FAUST, A.B., M.A., Ph.D. 


The William Vincent Professor of Tropical Diseases and Hygiene, Department of Tropical Medicine 
and Public Health, Tulane University School of Medicine, New Orleans 


and PAUL FARR RUSSELL, M.D., M.P.H. 


Staff Member, The Rockefeller Foundation; C Itant to the Surgeon General, U.S. Army; Member, 
Malaria Panel and Formerly Chairman, Expert Committee on Malaria, World Health Organization 


Sound recommendations are made here for prevention of parasitic diseases in individuals 
and in population groups. Helpful student guidance is contained in the discussions of proto- 
zodlogy, helminthology and arthropods as agents and vectors of disease-producing organisms. 


6th Edition. 1078 Pages. 346 Illustrations and 7 Plates in Color. 23 Tables. $15.00 
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FAMOUS 
CHEMICAL 


REFERENCE 


Now Greatly 
Expanded 
in Size 

and Scope 


The first new edition of THE MERCK INDEX in seven years is 
now on press. Published on a nonprofit basis to serve the professions, 
it is completely up-dated, increased in size, and expanded by 2,300 
new chemical monographs. New cross-indexing quickly leads you to 
concise information on any given substance—regardless of whether 
you look it up under brand name, generic name or systematic chemi- 
cal name. Send reservation certificate now to receive your copy imme- 
diately on publication early in 1960. 


Luxuriously bound Now contains approximately 1600 pages 


RESERVATION CERTIFICATE 
PAP 


Merck & Co., INc. . Rahway, New Jersey * Dept. JM-9 
I wish to receive the new MERCK INDEX (Seventh Edition) immediately upon 
publication. Kindly reserve a copy in my name at pre-publication price of $11.00. 
....Check enclosed....Bill me for price of book plus 40¢ handling charge. 


Name.... 
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treats. more patients more Tore 


“Of 45-arthritic Patients 


other corticosteroids™ 


were successfully OOO000000000 


treated with Becadron’’ 


1. Boland, E. W., and Headley, N. E.: Paper read before the 
Am. Rheum. Assoc., San Francisco, Calif., June 21, 1958 
| 2. Bunim, J. J., et al.: Paper read before the Am. Rheum. Assoc., 
San Francisco, Calif., June 21, 1958. 
*Cortisone, prednisone and prednisolone 
s+ DECADRON is a trademark of Merck & Co., Inc. 
Additional information on DECADRON is available to physicians on request. 


| Sharp & Dohme 


DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 
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INTRAVASCULA 


« 


JUST A NEW DRUG...A NEW THERAPY 


D Ss Ss @) LV E Ss 

 Fibrinolysin (Hur 

[ORTHO PHARMACEUTICAL CORPORATION, RARITAN, N.d. 


in thrombophlebitis 
and 
pulmonary embolism 


Clinically proved,"* ACTASE has a specific lytic ef- 
fect upon the venous thrombus or pulmonary embolus. 
Patients respond rapidly, often dramatically, to the clot- 
dissolving action of an intravenous infusion of this phy- 
siologic fibrinolysin.* A significant decrease in length of 
hospitalization following thrombophlebitis, as well as a 
reduction in the threat of pulmonary embolism, is now 
possible. In one series of patients with deep thrombo- 
phlebitis, some of whom had previously 
suffered pulmonary emboli, no occur- 
rence of pulmonary emboli was reported 
following administration of ACTASE" 


COMPLETE INFORMATION AVAILABLE ON REQUEST. 
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case of cystitis’ 
-mayactually 
havealready 
involved the 
kidney parenchyma 
before the 
bladder 
became infected.” 


. Proteus and certain strains 
ba actively excreted by the tubule cel 
tration negligible development bacterial resistance after 7 
years of extensive | 


milk on retiring. Supplied: 
 See.tsp. 


“The first evidence of inflammatory 
+4 
Rapid bactericidal action against a wide range of gram-positive and 
gram-negative bacteria including organisms such as staphviococci. = * 
AVERAGE FURADANT ULT DosAGE: 100 mg. q.i.d. with meals and with fodd or 14 
5. 1 “Oral ‘Suspension mg. per 
REFERENCES: 1. Editorial: J.M.A. Georgia 46:433 


It spares them from the usual rauwolfia side effects 


FOR EXAMPLE: “g clinical study made of syrosingopine (Singoserp] therapy in 77 ambulant 


patients with essential hypertension demonstrated this agent to be effective in reducing 
hypertension, although the daily dosage required is higher than that of reserpine. Severe 
side-effects are infrequent, and this attribute of syrosingopine is its chief advantage over 
other Rauwolfia preparations. The drug appears useful in the management of patients with 
essential hypertension.”* 

*Herrmann, G. R., Vogelpohl, E. B., Hejtmancik, M. R., and Wright, J. C.: J.A.M.A. 169:1609 (April 4) 1959. 


(syrosingopine CIBA) 


First drug to try in new hypertensive patients 
First drug to add in hypertensive patients already on medication 
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CONFERENCE ON EXPERIMENT IN 
MEDICAL EDUCATION 


Foreword 


The first Conference of the Association for 
the Study of Medical Education was held 
at the Royal College of Physicians in Lon- 
don on 25th and 26th September, 1958. 
The subject was “Experiment in Medical 
Education.” 

The Association was founded at the end 
of 1957 and has the following purposes: 


1. To exchange information about medi- 
cal education. 

2. To organize meetings on topics con- 
cerning medical education. 

3. To maintain a bureau where informa- 
tion about medical education can be re- 
ceived, stored, and made available. 

4. To encourage, promote, or conduct 
research into matters concerned with medi- 
cal education. 


There has never previously existed in 
Great Britain any organization capable of 
fulfilling these aims, or of bringing together 
to solve problems in the educational field 
the varied views of the Universities, the 
Royal Colleges which represent professional 
practice (and also play their part in the 
maintenance of educational standards), and 
other interested bodies such as the Ministry 
of Health and the General Medical Council. 

The Association has been warmly wel- 
comed, and almost all medical schools and 
licensing bodies in the United Kingdom, and 
many in the British Commonwealth, have 
joined it as Corporate Members. It has 
also been supported by a large number of 
teachers of all branches of Medicine who 
have joined as Individual Members. The 
Association now much to 


owes generous 


support from the Rockefeller Association. 
It is grateful also for assistance from the 
Commonwealth Fund of New York. 

The first Conference was held under the 
general Chairmanship of Sir Robert Platt 
Bt., Chairman of the Association and Presi- 
dent of the Royal College of Physicians. 
Individual sections met under the Chair- 
manship of Sir James Paterson Ross, Presi- 
dent of the Royal College of Surgeons; Dr. 
J. G. MeCrie, Vice-Chairman of the Asso- 
ciation and Dean of the Faculty of Medicine, 
University of Sheffield; and Sir Russell Brain 
Bt., Past President of the Royal College 
of Physicians. 

The Conference was generally considered 
to be valuable—and it is much regretted 
that publication of the full discussions is 
impossible. Publication of the main proceed- 
ings is possible through the courtesy of 
The Journal of Medical Education.* The 
Executive Council of the Association are 
happy to have this opportunity of thanking 
the Editorial Board of the Journal and the 
Association of American Medical Colleges 
most warmly for this generous and friendly 
gesture. 

The Executive Council also wishes to take 
this opportunity of paying a tribute to the 
speakers from the United States of America 
and from Sweden who did so much to make 
this Conference successful. 


J. R. 
Secretary, A.S.M.E. 
* The papers presented by Sir Russell Brain 


and Dr. Lester Evans have been published previous 
ly in The Lancet and are not herewith reprinted 
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The Study of Medical Education 
in the United States 


JOHN Z. BOWERS, M.D.* 


University of Wisconsin, Madison 6, Wis. 


Medical faculties are generally considered to 
be the most dynamic force in education in 
the United States today. About 90 per cent 
of our medical schools have some aspect of 
the educational program under study. Other 
segments of our universities watch with in- 
terest, and often envy, the manner and in- 
tensity with which medical schools are 
studying education. But it was not always 
so! During the 19th century and the first 
third of the present century, medical schools 
were usually the unwanted, uninspired 
affiliates of universities. Why has there been 
such a change? A look at history is always 
helpful. 

History.—The colonial period of medical 
education in the United States was repre- 
sented by a few schools which, as their 
parent universities, catered to the aristo- 
cratic segment of society. The “English pat- 
tern for the training of a gentleman” was 
the model for our universities. Edinburgh 
and London were important parts of the 
pattern for our medical schools. The num- 
ber of graduates was limited, and quality 
was the watchword. 

Then came the Dark Ages. Quantity be- 
came the watchword. The United States was 
growing rapidly; the frontiers were pushing 
West, and the major concern was to have 
large numbers of medical practitioners. 
Standards at the good schools were lowered. 
New schools opened which in essence had no 
standards. Training was by precept; lectures 
were few. Medical schools were operated as 
money-making ventures, and an applicant 


* Dean, University of Wisconsin Medical School. 
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only needed to show a bit of reading, a bit 
of writing, and the necessary money. Lab- 
oratory teaching was almost nonexistent in 
these proprietary schools. The number of 
schools soared. In 1800, the U.S.A. had five 
medical schools, in 1860, 66 medical schools, 
and in 1900, 160. 

The next period was the Reformation, 
which was led by Abraham Flexner. His at- 
tack on the existing order was abetted by a 
growing discontent on the part of the uni- 
versities and the medical profession. In this 
discontent, Europe played a part, since the 
scientific developments on this side of the 
Atlantic were carried home by postgraduate 
students from the United States who had 
studied here. These pioneers endeavored to 
introduce physiology, bacteriology, and his- 
tology as laboratory courses, but in many 
instances they were thwarted by the lack of 
funds. 

The medical leaders in the U.S.A. were 
conscious of the lowly status of the majority 
of the medical schools, but they were unable 
to effect the necessary changes. Thus, they 
sought the study by Flexner. It is fortunate 
that Flexner was not a physician and that 
he had never taught in a medical school. He 
could be completely objective in his study 
and completely candid in his report. 

Perhaps a few excerpts from the Flexner 
report will reflect the state of medical edu- 
cation in our country in 1910: 

(1) For twenty-five years past there has 
been an enormous over-production of un- 
educated and ill trained medical practition- 
ers. This has been in absolute disregard of 
the public welfare and without any serious 
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thought of the interests of the public. 

(2) Over-production of ill trained men is 
due in the main to the existence of a very 
large number of commercial schools, sus- 
tained in many cases by advertising meth- 
ods through which a mass of unprepared 
youth is drawn out of industrial occupations 
into the study of medicine. 

(3) Until recently the conduct of a med- 
ical school was a profitable business, for the 
methods of instruction were mainly didac- 
tic’’ (3). 

The Flexner Report precipitated the 
widespread adoption of rigid, detailed regu- 
lations by the licensing groups. For a time 
these were beneficial in raising standards in 
all medical fifteen 


schools. However, in 


years, the Commission on Medical Educa- 
tion reported that “the volume and diver- 
sity of these regulations and especially the 


binding character of some of the legal re- 
quirements led to great rigidity and over- 
crowding of the curriculum.” The enormous 
increase in knowledge of the diagnosis, 
treatment, and prevention of disease stimu- 
lated faculties to add new subjects and ex- 
aminations “on an already overburdened 
curriculum”’ (1). 

Representatives of some of the leading 
medical schools and their affiliated univer- 
sities were deeply concerned that restric- 
tions by licensing and accrediting groups 
might seriously impede the development of 
sound medical education. In 1925 it was 
agreed, in a treaty between the licensing 
groups and medica! educators, that medical 
schools would be allowed to experiment in 
medical education without penalty to their 
graduates. Until World War II the majority 
of our medical schools did not have suffi- 
cient funds, faculty, or facilities to take full 
advantage of this agreement. Since World 
War II, however, the number of schools 
undertaking the study of medical education 
has increased rapidly. 

Attitude of the regulatory agencies.—The 
attitude of the regulatory bodies has been to 
encourage the study of medical education. 
The most recent statement of these groups 
sets forth this attitude in clear terms. ““No 
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rigid curriculum can be prescribed for ac- 
complishing the objectives of medical edu- 
cation. On the contrary, it is the responsi- 
bility of the faculty of each school continu- 
ally to re-evaluate its curriculum. Each 
school should utilize those methods and ap- 
proaches that the particular interests and 
abilities of the faculty indicate would pro- 
vide the most effective education. 

“The traditional emphasis on lectures, 
demonstrations and amphitheater clinics in 
which the student is passive has shifted to 
greater use of individual student and small 
group onferences. 

“Unscheduled time for reading is desir- 
able” (4). 

The influence of research.—Scientific re- 
search has been the dominant theme in our 
medical schools since World War IT. Re- 
search ability is essential for a faculty ap- 
pointment in a majority of the schools. The 
pressure for research productivity permeates 
the activities of our faculties. Sometimes it 
seems to be more important to get it written 
then to get it right. 

The road leading to a faculty appoint- 
ment in a clinical department wends its 
course through biochemistry, bidphysics, 
and immunology. Preparation for an aca- 
demic career as a clinical teacher usually in- 
cludes one or more years of acquiring skills 
in a basic si ience. 

There is no reason to believe that this 
situation will change in any direction but 
toward ever increasing emphasis on re- 
search. The American public is devoted to 
medical research, and the funds made avail- 
able are staggering. Our main concern is the 
limitation on qualified investigators rather 
than money. 

The Clinical Clerkship.—Increasing re- 
sponsibility in the student is a dominant 
theme in our clerkship program, including 
participation in diagnostic and therapeutic 
procedures. Uninterrupted clerkship time is 
a second note. In many of our medical 
schools, the students have the hours from 9 
to 4 for ward work. In discussing the pa- 
tient, a constant effort is made to introduce 
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the altered physiological and biochemical 
relations. 

Teaching from the ambulatory patient. 
With the widespread adoption of the clinical 
clerkship as an integral part of medical edu- 
cation, faculties next directed their attention 
toward the most effective use of the ambula- 
tory patient. The situation was ripe for 
study. Medical students spend about half of 
their clinical training in out-patient depart- 
ments, often engulfed in waves of patients, 
with little opportunity to study disease. The 
emphasis has been on the ward clerkship as 
the domain of the professor, while the out- 
patient program has often been an educa- 
tional Siberia for the faculty and the stu- 
dent. 

The growing interest in teaching from the 
ambulatory patient coincided with an ap- 
prehension on the part of many medical edu- 
cators that, in our concentration on scientific 
medicine, we had forgotten that medicine 
was really designed to take care of individu- 
als. In our concentration on scientific medi- 
cine, we had forgotten the impact of person- 
al, economic, sociological, and cultural fac- 
tors. It was only natural that the ambula- 
tory patient should be used as the focus for 
the development of this broader approach 
to medicine. The comprehensive clinic and 
the family care clinic came into being and 
have served as interesting opportunities for 
current studies in medical education. 

Fortunately, this development occurred 
at a time when many medical educators had 
become increasingly aware of the potential 
contribution of other disciplines of the uni- 
versity. In addition, sociologists, psy holo- 
gists, anthropologists, and general educa- 
tors have been challenged by the opportuni- 
ty which the teaching hospital presents for 
the study of people. In a number of in-**tu- 
tions forces have been joined and new ap- 
proaches and techniques for objectively 
evaluating the educational process brought 
to bear on medical education. 

The internship.—The shift toward in- 
creasing student responsibility in the clinical 
years has, of course, had a direct effect on 
the functions of the internship in teaching 
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hospitals. Our medical students have as- 
sumed many of the former responsibilities 
of our interns, and the role of the internship 
in medical education is now coming under 
careful study. Interns are often drawn into 
an educational vacuum between the senior 
medical student and the resident, and it is 
predicted that the days of the internship are 
numbered. This problem is the focus of a 
current study by the Association of Ameri- 
can Medical Colleges. 

Another factor which occasions concern 
about the internship is apprehension as to 
the length of medical education in the Unit- 
ed States. A majority of our medical stu- 
dents have completed 4 years of college. An 
additional 4 years of medical school, 1 year 
of internship, and 3-5 years of specialty 
training is a long road. Fusion of the senior 
year and the internship, fusion of the basic 
science program with a part of the premedi- 
cal program, or some reduction in the period 
of residency training are three solutions that 
are discussed. The coming years will see an 
ever increasing interest and study of this 
problem. 

How many doctors?—There are 78 4-year 
medical schools in the United States today, 
four schools offering only the basic medical 
sciences, and three schools under develop- 
ment. The size of the graduating group has 
increased steadily to 6,850. A challenging 
problem is the determination of “how many 
doctors will the medical schools need to pro- 
duce in 1970?” At that time it is predicted 
that our population will have increased to 
220 million. To maintain our present physi- 
cian-population ratio under the existing cir- 
cumstances of medical care, we will need to 
produce at least 2,000 additional physicians 
annually—or 25 new medical schools. It 
requires 8-14 years from the decision to es- 
tablish a medical school until the first class 
is graduated and intern and residency train- 
ing have been completed. This is a difficult 
problem, since existing schools have already 
expanded enrollments to the maximum. Can 
a medical school do a good job with classes 
of 209 students? I believe that the Federal 
government will need to make funds avail- 
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able for the construction of new facilities in 
new schools and in existing schools. Many of 
us envy the United Kingdom’s situation of 
unconcern as to the demands of producing 
increasing numbers of physicians. In the 
United States, it is a very difficult problem 
for our medical schools. 

Supply of patients.—The soaring econo- 
my of the United States, the widespread 
adoption of voluntary health insurance, and 
the construction of innumerable community 
hospitals have raised problems concerning 
an adequate supply of teaching material in 
some of our medical schools. In an increas- 
ing number of our schools the private pa- 
tient is the major focus for teaching. I have 
been greatly impressed by the diversity and 
volume of clinical material that is available 
for the medical schools in Great Britain. 

The medical student.—There is general 
agreement that good medical students in 
the presence of a good faculty will become 
good physicians. In the United States the 
background, preparation, selection, prog- 
ress, and achievement of the medical stu- 
dent are being studied. 

As a part of the mid-century survey of 
medical education in the United States by 
Deitrick and Berson (2), a team led by 
Severinghaus reviewed the programs for 
premedical students in our liberal arts col- 
leges and recommended desirable changes. 
The excellent report of this study pointed 
out that there was too much emphasis on 
amassing a large number of science courses 
and too little attention to the social sciences 
and humanities. The intense competition 
among premedical students was not felt to 
be conducive to an atmosphere of sound 
higher education. Now the same team is re- 
surveying preparation for medical education 
as an evidence of our continuing concern 
about the problem. 

As a result of the first survey, there has 
developed a greater interest in broadening 
the base of premedical education. Relations 
between the liberal arts colleges and the 
medical schools have been strengthened. A 
number of our liberal arts colleges have de- 
veloped premedical advisory committees 


Medical Education in the United States 


1137 


> 
Bowe rs 


which offer a careful evaluation of the appli- 
cant for the use of medical school selection 
committees. 

The selection process for medical students 
has been the object of careful study during 
recent years. In general, the academic record 
is the primary consideration. Almost all our 
medical schools require applicants to com- 
plete the Medical College Admissions Test, 
which is sponsored by the Association of 
American Medical Colleges. Four areas are 
covered in the test—modern society, verbal 
ability, quantitative ability, and science. 

A third approach, which finds a varying 
reception, is the interview. Some schools 
place great emphasis on the interview, while 
others have little faith in it as a crucial fac- 
tor in selection. There is a need for skilled 
interviewers if reliance is to be placed on this 
method. For example, in one unpublished 
study by recording interviewers it was ob- 
served that the faculty member often domi- 
nated the conversation. It was difficult to 
know who was interviewing whom. Further, a 
significant portion of the interview consisted 
of asking questions that had been previously 
answered in the application blank. At times, 
the central point of the interview was the 
research field of the faculty member rather 
than the background of the applicant (5). It 
would be interesting to listen to similar re- 
cordings from other schools. 

recent Institute 


Teaching of the 


A.A.M.C. set forth three major values of the 


interview: (a) It allows an admissions com- 
mittee to clarify information. (6) It affords 
the student an opportunity to explain as- 
pects of his application and to learn about 
the school. (c) It may give information not 
available in the student application form. 

The evaluation of the progress of medical 
students through the curriculum is an inter- 
esting area for experimentation in medical 
education. There is, as many of you know, a 
difference between methods of evaluation in 
the United States and the United Kingdom. 
We emphasize a continuing evaluation of 
the student, and in most of our schools the 
final examination represents no more than 
30 per cent of the estimate. A student who 
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has performed satisfactorily in his daily pro- 
gram could fail a final examination and still 
pass the course. Unquestionably our method 
places continuing pressure on the student, 
and perhaps their greater maturity permits 
this. In many schools, we do avoid the 
agonizing ordeal of the final examination on 
which success or failure is based. 

Encouragement to experiment in medical 
education.—As indicated earlier, the attitude 
of the Association of American Medical Col- 
leges (A.A.M.C.) and the Council on Medi- 
cal Education and Hospitals has been to 
foster—indeed to require—a _ continuing 
evaluation of the educational process. The 
A.A.M.C., sponsors annual Teaching Insti- 
tutes in which faculty representatives con- 
vene to discuss educational methods and 
means by which they may be evaluated and 
improved. The basic medical sciences, the 
student, and, now, teaching in the clinical 
years have come under scrutiny. These na- 
tional faculty meetings have played a vital 
role in the progress of medical education in 
the United States. They might well be con- 
sidered as a development for A.S.M.E. 

The A.A.M.C. publishes a journal which 
reports significant developments in medical 
education. It is distributed to faculty mem- 
bers in the United States and abroad. 

The annual meeting of the A.A.M.C. isa 
stimulating forum for the exchange of ideas 
on the advancement of medical education. 
It has developed from a meeting of deans to 
a group that includes many faculty members 
who are interested in medical education. 

The Council on Medical Education and 
Hospitals of the A.M.A. has for many years 
held a distinguished role in the progress of 
medical education in the United States. The 
members of the Council are elected by the 
House of Delegates of the A.M.A. At the 
turn of the century the concern of this Coun- 
cil for the low state of medical education oc- 
casioned a request to the Carnegie Founda- 
tion for the study by Abraham Flexner. 
Through a Liaison Committee, the A.A.M.C. 
and the Council visit medical schools to re- 
view and accredit programs. The Council 
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approves intern and residency programs in 
our teaching hospitals. It establishes and 
applies standards for educational programs 
in the health sciences. 

The annual Congress on Medical Educa- 
tion and Licensure sponsored by the Council 
serves as a platform for the consideration of 
current and anticipated problems and pro- 
grams in these areas. 

Scientific versus clinical methods.—In the 
United States, the emphasis in teaching is 
on the application of the basic sciences in 
clinical medicine. Undoubtedly, in many in- 
stances our concern for this approach to 
medical education results in too little atten- 
tion to the art of clinical medicine. It has 
been interesting to observe that in the Brit- 
ish schools the emphasis is frequently on the 
clinical art, with less concern for the scien- 
tific approach. Perhaps the best medical ed- 
ucation would develop through a blend of 
the British emphasis on clinical art and the 
United States emphasis on the scientific ap- 
proach. Whether we emphasize the art or 
the science, the great challenge in medical 
education is to study and experiment with 
the system. Perhaps this is best expressed in 
the words of Sir Humphrey Davy, which I 
read on a plague at Cambridge. ‘In the 
progress of an art from its rudest to its most 
perfect state, the whole process depends 
upon experiments.” 
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A Study of Medical Education in Great Britain* 


SIR GEORGE PICKERING, M.A., M.D., F.R.C.P.t 


University of Oxford, Oxford, England 


To clear my conscience, I would wish you to 
understand the nature of my contribu- 


tion to this discussion. I have not made an 
exact study of medical education in this 
country, nor can I be sure that all the infor- 
mation I give you is strictly up to date. 
However, I have had, I suppose, a unique 


opportunity of becoming closely acquainted 
with all the medical schools in the country 
since the war through service on the Univer- 
sity Grants Committee. What I have to say 
is thus in the nature of a clinical impression, 
based on interest and familiarity rather than 
detailed investigation. 

The title of this general discussion is very 
happily chosen, and I would like to begin by 
making one or two general remarks on ex- 
periments in education. In the scientific 
sense, experiment is controlled observation. 
One, or possibly more than one, factors are 
varied by known amounts, and the effects of 
these variations estimated. Experiments in 
education present two formidable difficul- 
ties, namely, assessment of results and diffi- 
culty in controlling, and indeed recognizing, 
the factors concerned. 

First we may consider assessment of re- 
sults. What, in fact, are the objects of edu- 
cation, and how can an assessment be made 
of the extent to which these objects have 
been achieved? I would define the objects of 
education as twofold: first, to train the stu- 
dent’s mind so that he acquires method— 
method in collecting facts, verifying them, 
arranging them, drawing conclusions, and 
testing these conclusions; and, second, to be- 

* Address given to the Association for the Study 
of Medical Education, September 25, 1958. 

t Regius Professor of Medicine. 


come familiar with the material with which 
he proposes to work, and, in the case of a 
practical art, an acquaintance with the ele- 
ments of current practical technique. The 
first is common to all education, the second 
peculiar to each faculty and its subdivisions. 
The results of education can be assessed im- 
mediately by examination or similar test or, 
over a longer period, by the achievements of 
its graduates. Now I have had the privilege 
of examining for the Universities of Oxford, 
Cambridge, London, Aberdeen, Birming- 
ham, and Manchester, and I can thus state, 
from a representative experience, that at 
least until recently our University faculties 
of medicine have shown by their examina- 
tion papers that they were not really inter- 
ested in training the student’s mind but 
rather in his familiarity with the material of 
his subject and its practical handling. I base 
this statement on the absence of choice of 
questions, and the nature of the questions 
set. To illustrate this 1 show the papers in 
medicine, surgery, and midwifery in the 
Oxford final B.M. for the term before I 
went to Oxford. I have chosen these, be- 
cause they were the last papers set by ex- 
aminers whose names are not automatically 
known to me. They are thus to me anony- 
mous and in fact are representative of Brit- 
ish University practice. 


Principles and Practice of Medicine 
. What are the anatomical relations of the 
left kidney? How may a calculus in that 
kidney present clinically? 
Discuss the causes of persistent headache 
of 4 weeks’ duration. 
. A woman aged 50 complains of “attacks 
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of palpitations.’’ Discuss the differential diag- 
nosis and the investigations which may be 
necessary to establish the diagnosis. 
Describe the clinical features of abortus fever 
(brucellosis) and discuss the differential diag- 
nosis. 

. What factors would influence you in advising 
medical treatment for a patient who has 
a duodenal ulcer? 

. What may be the symptoms and signs of 
acute leukaemia in a child? Discuss the diag- 
nosis. 

(Time allowed 3 hours: 5 questions 
to be answered) 


Principles and Practice of Surgery 


Describe the right ureter, and give its rela- 
tions in the male and female. 
Describe the diagnosis and treatment of 
Colles’s fracture. 
Describe the diagnosis and pathology of car- 
cinoma of the stomach. 
Discuss the diagnosis and pathology of en- 
largement of lymphatic glands of the neck. 
Describe the pathology, diagnosis, and treat- 
ment of intussusception in a child. 
Describe the treatment of infections of the 
finger. 
(Time allowed 3 hours: 5 questions 
to be ans wered) 


Midwifery and Diseases of Women 


Describe the anatomy of the vagina, and 
give its anatomical relations. What condi- 
tions may cause ulceration of the vagina? 
A primigravida is admitted to hospital at 
the thirty-fourth week of pregnancy com- 
plaining of abdominal pain and vaginal bleed- 
ing. How would you investigate and treat 
the patient? 

. Give an account of the pathology of benign 
ovarian cysts, and discuss the symptoms 
to which they may give rise. 

Describe the diagnostic signs of a persistent 
occipito-posterior position in the second stage 
of labour, and briefly outline your manage- 
ment of the delivery. 
Discuss the causes of intra-cranial haemor- 
rhage in the newborn baby. How would 
you diagnose and treat the condition? 
Describe the causes, symptoms, and treat- 
ment of chronic cervicitis. 

(Time allowed 3 hours: 5 questions 

to be answered) 
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Surgery is straightforward, as surgeons 
should be—six questions which the pictorial 
memory can easily recall from the pages of 
the textbook. Midwifery is seemingly more 
complex, but in fact only question 2 de- 
mands other than a textbook account. In 
Medicine questions 3 and 5 require thought, 
the remainder are textbook. Professor Smart 
has sent me, since the meeting, the ap- 
pended paper for Newcastle for 1903. It 
is clear that the views of clinical teachers on 
the purpose of education have not greatly 
changed in 50 years. 

Principles and Practice of Medicine 
and Psychological Medicine 

Review the etiology of Pyelitis, and describe 

the symptoms, diagnosis, and treatment of 

the condition. 

. Give a description of Tinea Favosa, and state 
how this disease is to be distinguished from 
Tinea Tonsurans. Give the treatment of 
Tinea Favosa. 

Describe the causation and symptoms of 

Locomotor Ataxia, and give the diagnosis 

and treatment of the condition. 

. Give the physical signs and symptoms of 
a case of Fungating Endocarditis of the 
Aortic valves and the various complications 
which may result. 

. Classify the more important Tumours which 
may occur in the abdomen, and give their 
differential diagnosis. 

Describe a case of Melancholia. Give both 

the bodily and mental symptoms, and detail 

the circumstances which would make you 
decide to send the case to an asylum. 

. What is meant by Delusional Insanity? De- 
scribe any case you may have seen or read 
about. 

(Time allowed 3} hours: 6 questions 
to be answered) 

It has been suggested that it would be 
helpful to show what I think should be 
done about examination papers. Many years 
ago the Science Masters Association pointed 
out that examinations should seek to find 
out two things, first, the candidate’s knowl- 
edge of the facts and, second, his ability 
to arrange and interpret data. The kinds 
of questions needed to test these abilities 
are quite different. Here are two papers 
from the final M.B. examination in the 
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University of Manchester, which try to 
separate these objectives. Professor Robert 
Platt has kindly allowed me to quote them. 


Medicine, I (Time allowed 3 hours: 
all questions to be answered) 

. Describe the immediate treatment you 
would employ in a man aged forty who 
has developed a severe myocardial infarc- 
tion of three hours’ duration, whose pulse 
is regular at 60 per minute, and whose sys- 
tolic blood pressure is 80 mm. Hg, and 
who has no congestive failure. 

2. What in your opinion are the five principal 
ways in which cancer of the bronchus may 
present? 

Define homonymous hemianopia. Where is 
the lesion? 

Define the Argyll-Robertson pupil. Where 
is the lesion? 

Name three conditions in which venesection 
may help the patient. 

Define these terms: dyspnoea, stupor, retro- 
grade amnesia. 

. What in your opinion are the five commonest 
conditions causing loss of weight as a pre- 
senting symptom? 

Define Meniére’s syndrome. Where is the 
lesion? 

. Tabulate, in order of importance, the symp- 
toms and signs of chronic meningococcal 
septicaemia. 

. Tabulate the most important features of 
Weil’s disease (Spirochaetosis icterohaemor- 
rhagica). 

Enumerate the main diagnostic features 
of subacute bacterial endocarditis. 
Describe the treatment of acute pyelone 
phritis. 

. What would make you suspect that a pa 
tient has agranulocytosis and how would 
you confirm your suspicions? What drugs 
may cause agranulocytosis? 

Describe the main diagnostic features of 
mumps. What is the incubation period? 
Enumerate the chief complications. 

. In the case of an adult with jaundice what 
diagnostic features would be in favour of 
infective hepatitis? 


Medicine, II (Time allowed 3 hours: 
essay on one subject only) 


. The epidemiology of coronary artery disease 
and the relationship of its symptoms to 
its pathology. 
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2. The complications of diabetes mellitus and 
their pathogenesis. 

. The mode of action of the medical and surgi- 
cal treatments now available for thyrotoxi- 
cosis, with an appraisal of their advantages 
and disadvantages. 

. The role of the doctor in causing disease 
and disability. 

. The investigation and treatment of head- 
ache. 

. The use and abuse of antibiotics. 


Examinations for medical degrees in gen- 
eral tend to test factual knowledge, or al- 
leged factual knowledge, and are designed to 
cover the field. I say alleged factual know!- 
edge, for, as we all know, much of what our 
teachers taught dogmatically has since been 
shown to be wrong. With very few excep- 
tions the papers are not designed to test the 
student’s ability to arrange or evaluate evi- 
dence or his appreciation of method. With- 
out any exception known to me the types of 
examination papers set for medical examina- 
tions have been quite different from those 
that are set in honors examinations, at least 
in our ancient Universities. 

This conclusion, to which I come right 
at the think the most im- 
portant and the most disturbing of all 
the shall put before 
you. For I think it has been a repeated 
criticism of our medical curriculum that 
whatever else it has done it has failed as an 
education, using education in the sense of 
improving the mind as an active instrument 
rather than as a mere passive receptacle. 
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considerations I 


And at once we meet the suggestion, arising 
from the type of papers we ask our students 
to answer in their examinations, that many, 
perhaps most of our teachers have not 
thought this important, in practice, what- 
ever they may say about it in theory. This 
conclusion is quite basic to any considera- 
tion of experiment in education. We may 
juggle with the content of the curriculum, 
the integration of its subject matter hori- 
zontally or vertically or both, we may intro- 
duce new forms of teaching such as discus- 
sion groups, etc., we may encourage lectures 


a 

ga? 
— 

1 
1 

1 

1 
1 
| 1 

Ae 

tp: 


1142 Journal of Medical Education 


or abolish them; all this will be of no avail 
if the attitude of the teacher remains un- 
changed. These were Charles Darwin’s ex- 
periences as a medical student at Edinburgh 
University in 1825: “The instruction at 
Edinburgh was altogether by Lectures, and 
these were intolerably dull, with the excep- 
tion of those on chemistry by Hope; but to 
my mind there are no advantages and many 
disadvantages in lectures compared with 
reading. Dr. Duncan’s lectures on Materia 
Medica at 8 o’clock on a winter’s morning 
are something fearful to remember. Dr. 
Munro made his lectures on human anato- 
my as dull as he was himself, and the sub- 
ject disgusted me. It has proved one of the 
greatest evils in my life that I was not urged 
to practice dissection, for I should soon have 
got over my disgust; and the practice would 
have been invaluable for all my future 
work.” 

In recent years there is evidence that the 
attitude of the teachers is changing, one of 
the pieces of evidence being change in the 
form of examinations. But it is not changing 
fast enough. And I think the best way of ac- 
celerating the change is to emphasize and re- 
emphasize the need for it at meetings such 
as this. And, as an earnest of this, I would 
suggest that we look at our examinations to 
see whether we know what aspects of the 
student mind we want to test and whether 
we are in fact doing so. It is really quite ex- 
traordinary how little attention we teachers 
have paid to the objectives and form of ex- 
aminations when in fact examinations are 
the chief outward manifestation of our pur- 
pose, and when they determine not only the 
individual fates of our students but also 
their attitude to what they feel impelled to 
learn. 

As a test of an education all would agree 
that examinations are of limited value, and 
that a man’s contribution to his profession 
and to the community is a more important 
index of his worth. This, however, is affected 
by other factors than education, and is very 
difficult to assess. Beyond emphasizing its 
importance I shall say no more about it. 
The second difficulty in conducting an 
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experiment in education is to know precisely 
what factor or factors are being changed. 
Thus, research into the performance of 
groups of factory workers has shown that 
the very fact of change in working condi- 
tions has a profound effect on productivity. 
It would seem not improbable, therefore, 
that if a University or Medical School de- 
cides to conduct an experiment in medical 
education and if this experiment is sensibly 
planned, then the enthusiasm that is aroused 
in the teachers will be an important, perhaps 
the most important, factor determining 
success or failure. 

Since we have visitors from abroad, per- 
haps I had now better give an outline of the 
stages through which an average medical 
student is processed in this country. I use 
the word “‘processed’’ quite deliberately. Be- 
fore entry, and while still at school, he has to 
pass an examination which used to corre- 
spond to matriculation, that is to say to the 
academic minimum for University entrance. 
Passes are required in about five subjects of 
which one is always English, one mathe- 
matics, and one a language. Latin is com- 
pulsory at Oxford and I believe still at Cam- 
bridge. Most faculties now require in addi- 
tion two passes at advanced level in special 
subjects relevant to the subject matter of 
the faculty concerned. The standard of these 
subjects is about that required in the past 
after 1 year’s University study and as a rule 
is reached after 2 years’ study at school. It 
is important to point out that the Universi- 
ties criticize the schools for early specializa- 
tion, to which the schools rightly reply that 
they are equally opposed to this, but that 
they have to fulfill the requirements de- 
manded by the Universities. I would un- 
hesitatingly place the responsibility for 
early specialization at school squarely on the 
shoulders of the University. 

At all Universities, the student is re- 
quired to pass an examination (in most 
called the first M.B.) in Chemistry, Physics, 
and Biology, and must satisfy the examiners 
in each subject separately. The Scottish 
Universities require a year’s study in these 
subjects at the University irrespective of the 
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standard reached at school. If the student 
has come from a good school the work is 
repetitive, and he begins his University 
work by being bored. At the other extreme 
is Cambridge, where Colleges require that 
the student shall have passed the 1st M.B. 
before entry. The medical course proper now 
begins with Anatomy, Physiology, and Bio- 
chemistry, and, in some Universities Or- 
ganic Chemistry, in which at Oxford and 
Cambridge the student must separately 
satisfy the examiners. Anatomy, Physiolo- 
gy, and Biochemistry usually last five terms 
(of 8-10 weeks; there are three terms a 
year), after which is the stiffest examination 
in the student’s career, the 2d M.B. (in 
Oxford 1st B.M.). Pharmacology and 
Pathology are transitional subjects. At Ox- 
ford and Cambridge they are taught to- 
gether and alone, and sandwiched in be- 
tween Anatomy and Physiology and the 
Clinical course. In London Pharmacology is 
taught with Physiology, Pathology with clin- 
ical work. In other Universities both Phar- 
macology and Pathology are taught with 
clinical work. Most Universities now have 
examinations in Pharmacology and Pathol- 
ogy. The clinical course lasts 3 years, which 
may follow Pharmacology and Pathology or 
be concurrent. It usually begins with an in- 
troductory course in clinical methods lasting 
from 3 weeks to 3 months, followed by three 
monthly periods of clerking and dressing, of 
which at least 6 months are devoted to 
medicine, 6 months to surgery, and 6 
months to obstetrics and gynecology. In 
clerking and dressing, students are allocated 
to a chief, whose patients they examine and 
record the findings in the notes. Above five 
students are allocated at a time in England, 
larger numbers in Scotland. Before he is 


through he must satisfy the examiners sepa- 


rately in Forensic Medicine and Public 
Health, Medicine, Surgery and Midwifery, 
and, in some Universities, Pediatrics. 

In a review of this kind I cannot deal in 
detail with every part of the curriculum. 
However, to a detached observer, which I 
like trying to be, three things must be obvi- 
ous about such a course: its length, its com- 
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plexity, and the rigor of its examinations. In 
Oxford before a man obtains his first medi- 
cal degree of B.M., he must satisfy the ex- 
aminers in no less than fourteen subjects 
separately, namely, Chemistry, Physics, Bi- 
ology, Organic Chemistry, Anatomy, Physi- 
ology, Pharmacology, General Pathology, 
Special Pathology, Forensic Medicine, Pub- 
lic Health, Medicine, Surgery, and Obstet- 
rics and Gynecology. To give you an idea of 
the complexity of the technical tricks, with 
which the student may be asked to be famil- 
iar, let me show you the practical Organic 
Chemistry paper recently set for the Ox- 
ford B.M. 
Practical Organic Chemistry 

M is a solution of a base in an alcohol. 

Slowly distil the whole mixture and collect 

three fractions, using an air-condenser for 

the third fraction. Record the boiling-point 

range of each fraction. 

Discover whether the first fraction is n- 
propyl or isopre alcohol. 

Convert about a third of fraction 3 into 
acetyl derivative; recrystallize the derivative 
and take the melting-points of the base and 
the acetyl derivative. 

Leave labeled specimens of fraction 1 
the base, and the acetyl derivative. 

. Examine the substance S, assign it to its 
class, and identify it if you can. 


The hazards of such a course are obvious, 
namely, that the subjects are taught in iso- 
lation from one another, that the courses are 
hurried in an attempt to cover the ground, 
and that it is no one’s function to educate; 
all are concerned with instruction. Is it a 
wonder that the student has emerged from 
the average medical course with a mind less 
good as an active instrument of precision 
than he had when he started. To quote the 
report of the College’s Committee on Medi- 
cal Education: “We are agreed that, quite 
apart from lack of character and ability that 
may be avoided by improved recruitment 
and selection, the average medical graduate 
has defects which are to be attributed chief- 
ly to the manner of his training. He tends to 
lack curiosity and initiative; his powers of 
observation are relatively undeveloped; his 
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ability to arrange and interpret facts is 
poor; he lacks precision in the use of words. 
In short, his training, however satisfactory 
it may have been in the technical sense, has 
been unsatisfactory as an education. This is 
a matter of very great importance. The 
average student leaves his medical school at 
about the age of 25; during the subsequent 
thirty or so years of professional life, his 
ability to learn from his own experience and 
that of others and to keep abreast of the 
stream of advancing medical knowledge, de- 
pends entirely on those qualities in which 
his training has left him defective.” 

Before being placed on the Medical Reg- 
ister the young graduate, who may alter- 
natively hold the diploma of a Royal Col- 
lege or Society of Apothecaries, whose 
courses are similar, has to serve satisfactori- 
ly for at least 1 year in resident posts as 
house physician and house surgeon in a recog- 
nized hospital. After this begins his post- 
graduate training proper, largely a series of 
hospital posts which may lead to general 
practice, to research and teaching, or to con- 
sulting work in one or other specialty. Each 
region of the Health Service has a director 
of postgraduate studies whose ‘function it is 
to supervise training posts and postgraduate 
work in general in the region. In addition 
there are courses of instruction suitable for 
postgraduates given by the Post Graduate 
Medical Federation of London University, 
by the University of Edinburgh, and other 
Universities. As regards postgraduate edu- 
cation, I would just like to say this: that its 
existence is of great satisfaction and im- 
portance: that it is yet in its infancy: and 
that before long it will need to be critically 
reviewed with the object of defining its pur- 
pose and seeing whether that purpose is 
being achieved. 

The chief conclusion to which I come 
from this brief survey of Medical Education 
in Britain is that, while it achieves its object 
of making the student familiar with the sub- 
ject matter with which he will have to deal 
later in his career (though some revision 
here is desirable), its chief failure is in train- 
ing his mind. The fault lies partly in the cur- 
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riculum and partly in the teachers. The fun- 
damental fault is, however, the attitude of 
mind of the teachers, for after all the cur- 
riculum is man-made, and the teachers have 
made it, and are making it. I would ask my 
colleagues assembled here most sincerely to 
search their minds and ask themselves: just 
what are we trying to do for the minds that 
have been entrusted to us; and are we 
doing it? 

The gloom is not unrelieved. At Oxford 
and Cambridge all students are required to 
read for honors; at London and some other 
Universities, the best students are encour- 
aged to take an extra year to do an Honours 
B.Sc. During the four terms for the final 
Honour School of Physiology at Oxford and 
the year for Part II of the Tripos at Cam- 
bridge or a B.Sc. elsewhere, the student 
reads the original papers, performs for him- 
self many of ‘the classical experiments, and 
for the first and only time in his undergradu- 
ate career learns how the fabric of knowl- 
edge has been built up. At their best, and we 
in this country fortunately still have one of 
the most distinguished schools of physiology 
and biochemistry, these Honours courses are 
probably unsurpassed anywhere as educa- 
tional instruments. Oxford has the addition- 
al advantage of the tutorial system by which 
each student spends at least 1 hour a week 
presenting to his tutor an essay or other 
work which he has prepared for him. This is 
not a new method in education; it is a very 
old one that is in danger of being lost. It can 
be epitomized in what I would regard as a 
fundamental principle, namely that in true 
education the student does the work. 

To complete my survey I must refer 
briefly to the changes that have been effect- 
ed since the last war. Before that time, the 
didactic approach to medical education was 
determined at least in part by the shortage 
of teachers. In all schools except Oxford, 
Cambridge, and University College London, 
teachers in the preclinical departments were 
so few that they had little time for research 
or for other than didactic teaching. In all the 
‘eaching hospitals, the senior staff were un- 
paid, and junior staff were barely sufficient 
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for dealing with clinical routine. Teaching 
was a sideline, and research virtually non- 
existent. Since the war the situation has 
vastly improved. In the first place the gov- 
ernment has become aware of the impor- 
tance of investing in University education. 
The Universities have received greatly in- 
creased financial aid, so that now about 
three-fourths of their budgets come from the 
Treasury via the University Grants Com- 
mittee. The National Health Service has 
come into being, and the staffing of hospi- 
tals, particularly teaching hospitals, enor- 
mously improved, both in the senior and 
junior grades. The chief results of the in- 
creased staffs have been as follows. All staff, 
both preclinical and clinical, of teaching in- 
stitutions now have ample time for research 
and for thoughtful teaching. New Chairs 
have been founded, in the preclinical field 
chietly in Biochemistry and Pharmacology ; 
in the clinical field full-time Chairs of Medi- 
cine, Surgery, Midwifery, various branches 
of Pathology, Social Medicine, Psy hiatry, 
and Pediatrics. Thus all Universities and 
most Medical Schools of the University of 
_ London have clinical departments 
whose primary function is to advance their 
subject by research and teaching. These 
changes, almost wholly admirable, have had 
one minor defect, namely, that the establish- 
ment of a new department under a Professor 
has often been followed by demands for more 
of the student’s time, supplemented by an ex- 
amination. In my more “puckish’’ moments 
I sometimes think that there should be a 
society for protecting medical students from 
Professors. 

The third great change is the enlightened 
regulations of the General Medical 
Council, whose minimal requirements have 
to be fulfilled by all teaching and examining 
bodies. Previously recommendations were 
very detailed, drawn up in terms of instruc 
tion, and added greatly to the difficulties of 
those who wished to educate rather than in- 
struct. The new regulations are minimal 
and have been drawn up specifically to en- 
courage Universities to experiment in edu- 
cational methods. 


now 


new 
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Our Universities and Medical Schools are 
now presented with a great opportunity 
which it is the purpose of this conference to 
define and exploit. There are now suflicient 
teachers working under adequate conditions 
to allow medical education to constitute an 
education in the true sense of the word. The 
new regulations of the G.M.C. allow it. | 
would suggest that there should be one cri 
terion by which the present curriculum and 
changes in it should be judged: will it im 
prove the student’s mind as an exact instru 
ment? The imperative need is to set the stu 
dent free so that he is not a mere temporary 
storehouse for information which he must 
reproduce and then quickly forget; and to 
see that at every stage he learns method and 
is required to write something for critical 
appraisal by his teacher. An inability to 
write English grammatically, or to ust 
words correctly, is one of the surest signs of 
how « University course falls short of what 
shoulsl! be a sine qua non of all University 
educétion, if University standards are to 
have Any meaning. 

To summarize, I would say that there 
have been few experiments in medical edu 


cation in this country, partly because of the 
regulations of the G.M.C., partly because of 


pauci?y of teachers, and partly because of 
the inertia of the teachers themselves. The 
new regulations of the G.M.C. make experi 
ment possible, but teachers still retain their 
inertia. Thus, an elderly anatomist, of the 
vould 
integrate 


origin, insertion, and relations type, 
tend to resist any attempt to 
teaching of structure and function, wich that 
of a young physiologist, because he had, as 
all of. us do, become set in his ways, and 
probably largely because he did not even 
understand the language which his physio 
logical colleague talked. Such experiments 
are only likely to be possible from time to 
time and in certain pla es. For example, the 
teaching of anatomy and physiology has 
been integrated at Birmingham for many 
years. As far as I know no successful at- 
tempt has been made to integrate medicine 
and surgery, though lectures have been com 
bined. I know of one attempt to combine 
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medical clerking and = surgical dressing, 
which failed as it was bound to fail because 
of incompatible personalities. Experiments 
with examinations are now proceeding, and 
I expect Professor Bull will say more. Bvt I 
would like once again to emphasize that 
while we may and we must seek new meth- 
ods of adjusting the curriculum and our 
teaching instruments to the increasing range 
and complexity of exact knowledge, the 
most urgent reform implies no new principle 
but one which is being increasingly lost in 
our Universities and schools. It is that what- 
ever else we do, we should be absolutely sure 
that each of us, when he has finished, leaves 
the student with a finer mind than when he 
started. Perhaps the surest guide to this is 
the student’s ability to express himself 
lucidly, accurately, and grammatically, his 
ability to marshal his evidence and draw his 
conclusions. At the present time I know of 
no University in this country with the single 
exception of Oxford, in the preclinical years, 
where this is done. ‘To do it means individual 
attention, but nowadays we have enough 
teachers for that. What we have not yet got 
is a general appreciation in our faculties of 
medicine of the true aim of University edu- 
cation. To quote Sir Richard Livingstone, ‘It 
should be the pursuit of the first rate.” To 
quote Karl Pearson, ‘the true aim of the 
teacher must be to impart an appreciation 
of method rather than a knowledge of facts.”’ 
We are now paying the price for years of 
neglect of these elementary principles. in 
fact, it is not too much to say that the most 
important reform needed in this country 
now is to educate the teachers, both those 
of today so far as they are capable of being 
educated, and especially those of tomorrow. 

[ do not believe that the criticisms made 
of medical education are peculiar to this 
country. I am doubtful whether things are 
any better overseas. Nor is the criticism 
peculiar to Medicine. [It is common to facul- 
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ties of science in general. In the Manchester 
Guardian of September 15th is an account 
of a speech by Lord Geddes to the summer 
school in management studies run by St. 
Andrews University. He contended “that 
technical men rarely achieved the summit in 
industry, although there were exceptions. 
The pattern of scientific education in Britain 
had been one of specialization in technical 
studies to the exclusion of all other learning. 
On the whole, the scientific schools were pro 
ducing the kind of mind to which production 
pre blems could be referred for detailed anal 
ysis and development, but the planning of 
an enterprise needed a mind trained to as 
sess all the risks involved and so decide the 
policy. The universities should consider a 
radical change to give an undergraduate th 
opportunity to read a scientific subject for 
one or two years and then, as an alternative 
to a purely scientific degree, to drop further 
technical training in favour of arts subjects. 
There were dangers and problems in this 
idea, but he thought such a course would 
attract some of the best students who were 
not unduly concerned with the complete 
security conferred nowadays by a scientific 
degree, but were prepared to face the greater 
competition to an administrative career.” 

Now it seems to me nonsense to suppose 
that the subject matter of an arts course is 
inherently more suitable as a vehicle for 
sharpening the wits than is science, in which 
[ include Medicine. But it is quite true that 
our science faculties, including medicine, by 
smothering the student with technological 
detail have lost sight of the true aim of edu 
cation. This is to my mind the central issuc 
that this conference must consider. 
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| am conscious of having been asked here 
because I ride a hobbyhorse, and am to 
sell it to you. I am the more diffident about 
a piece of horse-dealing because, as our 
Chairman has told you, my work is con- 
cerned with University students as a whole, 
of which medical students form but a very 
small group; my little horse has been raised 
in wide barren wastes, not in the clover 
paddock of the medical school. You must 
forgive me, therefore, if I talk largely of 
matters which concern the generality of 
students, not only those of our own profes- 
sion. 

I call my hobbyhorse Operational Re- 
search. It has other names—Ecological Re- 
search, Student Performance, but I prefer 
Operational Research; it is the study of what 
goes on, of what happens to the student 
and, reciprocally, to his university environ- 
ment as the two go through their course 
together. This is something different from 
the selection research with which many of 
you here will be every bit as familiar as I. 

The truth is that some of us are becoming 
very doubtful of the value of selection re- 
search—or, at any rate, of selection research 
unaccompanied by Operational Research. 
\s an illustration, I would quote the matter 
of standards in first-year examinations. It 
has been suggested that each faculty and 
department has its own unconsciously held 
norm of a proper casualty rate for the end 
of the first year, departure from which is 
regarded with discomfort. The difference be- 
tween departments is maintained with re- 
markable constancy year by year, which 
suggests that the first-year exams reflect 
something else besides variation in student 


ability. One suspects that, if the failure 
rate is seen to be exceeding the traditional 
norm, the marking is loosened, and border- 
line cases are given the benefit of the doubt. 
Where too many seem to be getting through, 
the marking is stiffened. You will readily 
see that the snly consequence of improved 
selection procedures in such a system is to 
improve the quality of the students you 
are going to chuck out. It is not the students 
but the departmental procedure for the first- 
year examinations that is here in need of 
investigation; that would be an example of 
Operations Research. 

It is my view that quite a lot of selec- 
tion research, though theoretically entirely 
sound, is open to practical objections of 
this kind. It is as if one were standing 
up a collection of ninepins, and bowling 
the ball down on The fallen pins 
can then be studied. After doing this many 


them. 


times, and with elegant statistical proce 
dures, you will discover that there are two 
independent variables which determine sur 
vival chances; width of the base, and weight 
of the top relative to the bottom. The 
statistical significance of such a finding will 
be high. Its practical importance will prob 
ably be small; for it is the process of bowling 
that cries out for investigation. This is Oper 
ational Research. 

Having praised my wares, I will now be 
modest about them-——this is what the Amer 
icans call ‘“‘the soft sell.’’ Splendid as all 
this sounds, the truth is that our methodolo 
gy, indeed the methodology of most socio- 
logical work of this kind, is so primitive 
and inaccurate that it is impossible to give 


firm answers to any of the things one would 
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like to know. One spends hours design- 
ing questionnaires and collecting volunteers. 
One spends weeks and months getting re- 
sults and punching them on the Hollerith 
cards, and uses endless ingenuity in contriv- 
ing how best to sort the variables against 
each other. Yet in the end this enormous 
mass of paper boils down to one or two very 
small answers, and more often to one or 
iwo very big questions. At the present stage, 
and in the forseeable future, there is no 
suggestion whatever that Operational Re- 
search procedures can replace the normal 
canons of common sense, human judgment, 
and teaching experience upon which any 
medical education is based. Operational Re- 
search must bear to teaching practice some- 


rABLE 1 
University College, London 1953 Survey 


SCHOOLING AND ACADEMIC ACHIEVE 
MENT (Home Stropent 


Ist 
(Graduated Hor bailed 
Grammat 410 39 (12. $1* (11.7% 
Independent 62 41( 4 8% 22* (26.2% 
Other 38 2.2%, 7 (15.5% 


* Significance: P = OO 


thing of the same relationship as laboratory 
results bear to clinical pra tice. A leuko- 
cytosis and raised sedimentation rate are 
in no way a substitute for the clinician’s 
diagnosis of infection. Operational Research 
can be an aid to deanery, not a substitute. 

Phere is no time in a paper such as this 
to review the small but growing literature 
on this field, nor to discuss the sort of meth- 
ods available and the pros and cons of their 
application. Instead I am just going to give 
you two examples of the sort of work that 
can be done These ] would like you to regard 
not as finished studies but as a sort of trailer, 
advertising next week’s big picture. To get 
through them I shall have to be brief. Truth 
to tell, this is an advantage: with hardened 
statisticians like Dr. Morris in the audience, 
I embrace the well-known logistic principle 


that a fast-moving target is the more dif- 
ficult to hit! 
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The first trailer advertises two retrospec- 
tive questionnaire studies done at University 
College by Dr. John Hopkins and myself. 
The first covered four years of entry, 1948 
1951, in which we sent questionnaires to 
all the students who had failed, and to a 
selected control sample who had graduated. 
The second was contined to the 1953 entry, 
but it was here comprehensive, and the 
material was drawn not only from postal 
questionnaires, to which 86 per cent of the 
ex-students replied, but also from every- 
body’s college records. 

Now it is well known in the Senior Com- 
mon Room at our place, and probably at 
most other Colleges too, that the grants 
system is one of the troubles of the modern 
University. Of course, there is nowadays 
a high failure rate and a high breakdown 
rate. With the help of grants, children 
are coming up to University via grammar 
schools from home backgrounds where a 
University education and the academic ap- 
proach are a complete novelty. Such children 
come from schools where they are big cocks 
on little middens, and are thrown into the 
competition of the University. Particularly 
they tind themselves up against boys and 
girls from public schools, whose home back 
grounds, sometimes for generations, have 
incorporated traditions of University and 
professional education. Table 1 is, therefore, 
of peculiar interest. It shows the academi: 
performance of those who come from our 
“grammar schools” (here used to cover all 
state-supported schools) and the independ- 
ent schools (here used to cover all fee-paying 
schools, in prac tice so-called public schools). 
It will be seen that, far from being the 
lame ducks, those from grammar schools 
have a failure rate of 11.2 per cent, but 
the privately educated, drawn primarily 
from the middle-class, have a failure rate 
2} times as great. They also get many 
fewer Honors degrees, but the numbers here 
are smaller and the statistical significance 
less. 

Now this is a very remarkable figure 
indeed, and one that has amazed a great 
many of my academic colleagues. It is one 


— 
AL 
y 
7 
alge 
3 
‘pag 
S 
iF 
ih 
| 
ia | 
|” 
‘ 


VoL 34, No 12 

that is open to a great many explanations 
which true, I do not know. I suspect the 
truth is a combination of several. The most 
obvious possibility, and IT think an impor- 
tant one, is that the better public school 
boys more often apply to and are accepted 
at the classical Universities. Our figures 
throw much light on this. 
In the questionnaire we asked which was 


alone cannot 


the first choice of University, and we ana- 
lyzed this against the failure rates. Table 
2 gives these figures. It shows that the 
enormous majority of our students, in fact, 


have come to the University of their first 


choice. Our independent school entry does 


not appear to be a reject from Oxbridge, 
though this many reflect simply that the 
upplicants have had realistic advice about 
whether they are likely 


to be 


accepted, 
and have not aspired too high. Of those 
whose first choice was University College, 
rate between 


the same differential failure 


schools is to be found. Of those whose lirst 
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choice was elsewhere (Oxbridge in the enor- 
mous majority), there is the same differen- 
tial, but some support for the idea that the 
very best may seek acceptance at the classi- 
cal universities, for the failure rates are 
both cases smaller (the numbers here 
are, however, too small for any great degree 


in 


of contidence). 

We have ut od evidence that this differen 
tial failure rate is not a spurious finding of 
the 1953 entry. For example, the earlier 
1948-1951 study showed a similar pattern. 
Table 3 illustrates this, the ‘control group,”’ 
here being a more or less matched group 
that graduated successfully. 

Of the host of other possibilities that 
might explain the finding, I would illustrate 
just one. Table 4 suggests that failing stu- 
dents are more often uncertain about coming 
the first This, of 
course, is a retrospective finding, and must 


to college in instance. 


to some extent be an ea post facto justific a- 


tion for failure. However, we do have a 


TABLE 2 


SCHOOLING, NCADEMIC ACHIEVEMENT, ¢ 


(AREER 


1953 Surves 


NOME STUDENT 


PLSEWHERE 
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4 Significance: P ool 
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“J versil ( llege, | ‘ Pilot surwe 1948 
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considerable body of ancillary evidence sug- 
gesting that uncertainty and ambivalence 
in application and career choice correlate 
with poor performance. Table 5 suggests 
that independent school children show this 
uncertainty more than their grammar school 
confreres. 


Table 6 shows, as one would expect, 
that independent schooling and University 
education was more common in parents of 
children from the independent schools, and 
state schooling with no University education 
Was more common in the parents of gram- 
mar school children. Table 7 suggests that 
the parents of independent school children 
are a little more often more keen that they 
should go to University. There is, in addi- 
tion, a considerable body of ancillary evi- 
dence to bear out a supposition that the 
independent school boy, even though doubt- 
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bathed group N 176 14 0% 
Control group N 212 1? 5 7 
PABLE 6 

STUDENTS’? ATTIT 
CATION (Howe Sropent 
Grammar 44 5 50 18.3%* 
Independent 16 33. 
Other 26 11 29 49, 


Signific ance, I 


PARENTS’ EDUCATION 
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ful himself as to whether he should go to 
University, is nevertheless more often undet 
pressure, sometimes overt, sometimes cov- 
ert, from parents or teachers, and perhaps 
from his general social environment than 
is the grammar school boy, in whose circles 
going to University is not so normally pre- 
scribed. 

I believe findings of this sort, no one 
conclusive by itself, paint a picture perhaps 
in keeping with one’s common sense know|- 
edge of present changes in English society. 
The middle and professional classes are un- 
der increasing competition and pressure, 
both financially and socially, and this pres- 
sure is felt by the undergraduate as he comes 
up. He has to keep a flag flying. Stresses 
and difficulties that he may meet in his 
course may, therefore, press him the more. 
Such ideas are too sketchy at present to 
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PARENTS’ ATTITUDE TO UNIVERSITY 


Home 


Against Neutral Keer 


Grammar 111 177* (oO%) 
Independent Nil 19 51* (73%) 
Other 1 12 24 (05% 


* Difference not significant beyond P = 0.02, 


Ag 
4 
bather 
ndependent 
( 7%, 
Mother 
ndependent Gramma Not <tated om 
62 (35.2% 112 (63.6% 2 (1.2% 
+ bather 
University No University Not stated 
Mother ip 
= 


Vor. 34, No. 12 

convey any infallible message to the Univer- 
sity authorities; but even in their crude 
state they carry two implications. The first 
is to selectors, that they should be beware 
lest they are selecting a worse public school 
applicant before a better grammar school 
child because he has interviewed better. 
The second, and to me infinitely more im- 
portant, is to say to those in charge of 
students who are selected, ‘‘Watch the pri- 
vately educated most carefully. They are 
the ones under greatest pressure from so- 
ciety, and who may, therefore, need the 
most help.” 


My second trailer brings us nearer home. 
It is taken from an unpublished study we 
did on our 2d M.B. students coming up 


PABLE 


University College, Londor 


2d M.B 


Survey, 1957 


SCHOOLING 


Description of s I 
“Grammar” 
“Independent” 
Direct grant 
Overseas schools, et 


in March, 1957. 


this because it well illustrates how this sort 


to the exam I have chosen 
of work will give you more questions than 
answers. Most studies on examinations are 
inevitably retrospective, but on this occa- 
sion we were able to get the students to 
complete the questionnaires after they had 
sat their papers and some of their practicals, 
but before the final vivas and results were 
known. In this we had the very willing 
cooperation of the Medical sciences faculty 
and the most good-hearted help from the 
students who volunteered to a man. We 
drew up what I felt was a lovely question- 
naire. It covered all the areas of motivation 
in which I was juterested and asked ques 
tions about exam nerves, sociability, and 
personal history in the University. The en- 
tire lot was filled in, and in high expectation 
we coded and punched them and carried 
out blocks of cards down to the London 
School of Ex into 
expensive machines. the other 


onomics, and fed them 


We sat al 
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end as the results ticked out. The results 
were nothing—or almost nothing. There 
was the expected difference in schooling, 
as shown in Table 8; there was an interesting 
comment on pre-examination strain as shown 
in Table 9. You will see a substantial propor- 
tion of the cases felt that strain was actually 
impaling their working efficiency, particu- 
larly in the 2d M.B. term itself. One interest- 
ing little finding, completely in accord with 
one’s clinical experience, was that strain 
particularly clustered into the upper and 
lower quartiles. It was the excellent student 


TABLE 9 


University College, London 


2d M.B 


Survey, 1957 


REPORTS Ot 
CIENT 


PSYCHOLOGICAL STRAIN SUFFI 
Po IMPAIR EFFICIENCY 


Reported strain 
No strain 
No reply 


DISTRIBUTION OF PSYCHOLOGICAL 
CURRENT TERM 


STRAIN 


In top and bottom 


In middle quartiles 


quartiles 
Significance: P = 0.05. 


with high aspirations, hoping to read a 
B.Sc., and the poor student who knew he 
was likely to fail, that were the most trou 
bled. The middle quartiles who knew they 
were safe for a pass—unless they got a stinker 
of an outside examiner—were not so worried. 
For all the rest the questions absolutely 
failed to reveal any significant difference 
between the good and the bad students, 
the failed and successful. As an example 
not uninteresting in itself, I would show 
Table 10 on vacation study. From this you 
will see that a very large proportion of 
students do earn money in the vacations 
but that the amount bears no relation to 
academic success. Actually, this in itsell 
is quite an interesting little piece of Opera 
Research data, 
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figures from other faculties which back it 
up. Vacation work does not seem to impede 
success. At about the time we were doing 
these studies the College authorities went 
on record with a rather severe statement 
of vacation work, saying that the students 
should not ideally undertake it save with 
the approval of the departmental tutor. 
This, you will not be surprised to hear, 
has been honored in the breach rather than 
the observance. Just as well, for the only 
data available showed that there is not 
only no negative correlation between vaca- 
tion work and academic success; in certain 
faculties there is a strong positive correla- 
tion. The fact is, the good student is good 
at everything; he is good and good al 
earning money. 


PABLE 10 


University College, London Surve 1957 


2d M.B 


AMOUNT OF PAID EMPLOYMENT 1950 (N=79 


None (or under a weeh $6 (460% 60 (76% 
3 weeks (1SY 19 ( 49, 
Over 3 weeks 31 (309 rT) 


Top quartile 
Bottom quartile 


No significant difference 


But to my mind the most interesting 
part of the study was to be iound in the 
answers to questions about private study. 
Both in the term before, the period immedi 
ately preceding the exams, and on the even 
ings of the exams themselves, we found 
no consistent difference whatsoever in the 
amount of private study reported. Tables 
11 and 12 show this. Although the assess 
ment of the time spent in study was retro- 
spective, lam fairly confident of itsaccuracy 
in that it accords very closely with the 
findings of Doris Thoday at Birmingham. 
She used a much more sophisticated method 
of determining study periods. She inter- 
viewed large numbers of students of different 
faculties on different days of the week and 
had them detail what they had done the 
previous day. Table 11 shows the closeness 
of our agreement. 
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I found it surprising enough that there 
was no detectable difference in the hours 
of study: IT found it more surprising that 
there was such an enormous range of dif- 
ference between individual students. This 
is well shown in both the tables. Both the 
best and worst students were scattered in- 
discriminately over this range. It is indeed 
interesting to question why this should be. 
How is it that one young man, selected 
on much the same criteria as another, does 
5 times as much study and yet gets con- 


TABLE 11 


University College, London Survey, 1957 


MB 


Hours OF PRIVATE STUDS 
REPORTED (PER WEEK 


Mea 19 (18)* 


Range + 10.60 
13 10.3 
Phoday’s surve 

value tor medical students 19 5 s 0 


Failed students’ ave rages In parenthe SCs 


PABLE 12 
University College London Survey, 1957 
21 M.B 
HOURS OF PRIVATE STUDY REPORTED 


Imme before al 
I 
ech \ Mor Tue 

Mean 34 54)* 3 (3 2(2 
Range 12-90 O-18 09 06 
5.D 14.3 3.7 1.8 5.4 

* Failed students’ averages in parentheses 


Papers on Monday, Tuesday, and Wednesda 


siderably lower marks? One can hardly feel 


convinced that he is 5 times less intelligent; 
he passed the same exams before coming 
up. I suspect that the answer lies in the 
difference of study technique. The truth 
is that after primary school or prep school 
we never teach how to learn. Certainly 
at the University techniques of study are 
not taught. They are not taught because 
we do not know them. How many hours 
of reading represents the optimum, and what 
is the most efficient way of reading—con- 
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tinued attempts at recall or to read straight 
through? Are detailed notes kept and re 
copied essential, or are they time-wasters? 
If there is variation between students, what 
determines it? Is the ectomorphic introvert 
different in his optimal study requirements 
from the mesomorphic extrovert? We do 
not know these things, and here is a ready- 
made field for Operational Research. For 
what hours of wasted study time might 
be saved and put to better use, academic ally 
or extracurricularly? If T have sold Opera- 
tional Research to any of you, yeu could 
find no better place to start. But do not 
be too sanguine: answers are not easy to 
come by, even in a restricted field. If you 
vant to take it up, come and have a glass 
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of sherry with me first. You will waste 
less time in the end. 

I hope I have stimulated some of you. 
If so, you will find this work fascinating. 
Of course you will draw many blanks; you 
will also find many delightful irrelevancies: 
that the students who sit in the front two 
rows at lectures get better degrees than 
those who sit at the back; those who take 
first Honours are more often married than 
those who take thirds. But amid the nega- 
tives you will, if you are lucky, draw out 
material of real value to medical education. 

As a final commercial then, I am re- 
minded of my little boy’s chemistry set. 
On the box it says ‘Hours of fun 
structive too.” 


and in- 
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Examinations in the clinical subjects in the 
different medical schools in Britain are very 
similar. Our own can be taken as an example 
(Table 1). 

The marks are allotted as shown in Table 
1. More simply, we may divide the examina- 
tion into two parts—written and interview. 
Let us consider the efficiency of the exami 
nation under these two headings. In each 
case there are two aspects to consider—the 
validity of the method (are we assessing the 


TABLE 1 


MARKS ALLOCATED FOR 
PARTS OF THE EX 
AMINATION 

Part of examinat 
Papers 
Major case 
Minor cases 
Clinical pathology 
Oral 


correct skills?) and the accurac y of marking. 

Papers.—In the case of the papers, I have 
little to say on the validity. I believe we 
know very little about this, but in any event 
the accuracy of marking is so poor that the 
validity is at the moment of little im- 
portance. 

When an examiner marks a single ques- 
tion written by a class of students, he pro- 
duces an array of marks which have two 
sources of variance—variance due to stu- 
dents and variance due to the examiner, the 
examiner error. If he re-marks the same 
question on another occasion, or has it 

* Based largely on previously published observa 
tions (1) 
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marked by another examiner, it is possible 
to partition the total variance into the com- 
ponents due to students and examiners. The 
examiner variance can be of three sorts: 

1. One examiner may be more or less 
lenient than another. He marks to a higher 
or lower mean. 

2. One examiner may spread his marks 
more widely than another. Instead of mark 
ing within a range of 45-65 per cent, he may 
mark from 35-75 per cent. 

Both this and the first type of error are 
unimportant, because the students are 
ranked correctly, and in any event the 
marks may be adjusted to any desired mean 
and standard deviation. Marks so adjusted 
are called standard marks, and even when 
no standardization is carried out, the only 
effect is to give more weight to the wide 
range marker in the final result. 

3. The third type of-error is much more 
serious. It is random error and is incapable 
of adjustment. Any statistical assessment of 
marking must isolate this component of 
examiner error. 

Dr. 
shown 


Cheeseman, statistician, has 
that 


tween two markings of a single question iso- 


our 
the correlation coefficient be 


lates the two components of student vari 
ance and the examiners’ random variance, 
and I have used this technique to analyze 
the accuracy of marking of papers in our 
own and in examinations in 
other schools. The correlation coefficient, in 


examination 


fact, gives the same answer as an analysis of 
variance of the standard marks and so elimi 
nates the two unimportant types of examin- 
er error. Its significance can be seen in 
Chart 1. 
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These are scatter diagrams in which one 
might call one axis the marks of examiner A 
and the other the marks of examiner B. The 
correlation coefficient r measures the degree 
of agreement between the two sets of marks 
and may vary from +1, where the agree- 
ment is complete, to 0 where there is no 
agreement, and beyond to —1, where there 
is complete disagreement. Intermediate 
values of r are shown. The ellipses are calcu- 
lated to contain 95 per cent of the obser- 
Vations, 
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a tight range. When we do a correlation co- 
efficient, we in fact find a rather poor corre- 
lation of +.42. (Chart 2), which means that 
42 per cent of the variance is due to students 


and 58 per cent is random examiners’ error. 


Chart 3 shows the same question marked 
and re-marked by another examiner. Here 
the student variance is even lower, 27.5 per 


cent, and the examiner variance higher at 
72.5 per cent. In this case, in fact, the corre- 
lation was statistically insignificant. The 


marks might as well have been drawn fiom 


Cnarr 


Lable 2 and Charts 1 and 2 illustrate this 
in prac tice. 

Table 2 shows two markings of a single 
question. Column A shows the first set of 
marks and column B the second. The differ- 
ences between the marks are shown in Col- 
umn C, At first sight, the agreement seems 
good. The percentage difference between the 
two marks is often 0 and mostly below 10. 
The mean marks are nearly the same (49.8 
and 50.7), and the range of marks is almost 
identical. Most examiners at some time have 
remarked papers and been satisfied or even 
gratified to tind results like this. They have 
not appreciated that the apparent agree- 
ment is largely the result of marking within 


Seatter diagrams to illustrate the use of the « 


orre 


I have carried out this test on a large 
number of questions and frequently found 
correlations which were insignificant and 
sometimes as low as 0 and beyond. A point 
of some importance e has ¢ merged and that is 
that the length of the question affects the 
accuracy of marking, as is shown in Table 3. 

As the questions become shorter, the ac- 
curacy of marking improves. Most papers 
contain four or five questions to be answered 
in 3 hours, and, as will be seen, the examine 
error is unaci eptably large. The effic iency ol 
marking improves to a student variance of 
66 per cent on the average in one-line an 
swers, but such short 


even with answers 
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there is an appreciable examiners’ marking 
error. Finally, multiple choice question- 
naires have no marking error. 

These results should cause no surprise. 
Similar studies have been carried out on the 
marking of papers in other subjects with 
similar results (2 6). In fact, an internation- 
al commission which sat just before the last 
war produced a very damning report. Large- 
ly asa result of it the American examination 
system has gone over to a large extent to 
multiple-choice papers. 

We may conclude that long questions are 
virtually useless for determining differences 
among students. This does not imply that 
they have no value. Students prepare for 
them by study so they provide some degree 


PABLE 2 


RE-MARKING AN I \) 
TYPE QUESTION 


M 
1 4 
1) ) 
1s 
35 35 ) 
55 
5 33 
5 
Ww 
15 
0 
35 5 0 
oo 
45 Ww 5 
15 15 
15 15 
55 
ot) oo 
oo ot) 
55 35 a 
oo 0 
55 

5 
$5 35 10 
55 35 0 
10 
35 15 10 

Mean ist mark, 49.8 Mean difference, 6.2 
Mean 2d mark, 50.7 Range marks, 35-65 
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of educational stimulus. For this reason half 
of our written examination is in the form of 
essays and half is a multiple-choice question- 
naire, but we place much more reliance on 
the latter for the following reasons: 
Multiple-choice examinations carry no 
examiners’ marking error. They sample a 
much wider spectrum of the student’s 


| 
60+ ee ) 4 
° 
= / 
= SO}—e—e—e 
40 
r=0 42 
1 1 
40 50 60 
Ist MARK 
Ciarr 2 Ke marking a long essa question 
| cxa ‘ 
r=0 28 
rae 
= 50 
> 
N A 
| | - 
i ! l 
40 50 60 
Ist MARK 
Chart 3 Re marking a long essa riestion 
‘ 


knowledge, and by mixing easy and difficult 
questions make it possible to test both the 
borderline and the honors candidates. Com- 
parison between groups of students from 
year to year, or from medical school to medi- 
cal school, is possible, and, finally, one may 
test both factual knowledge and other skills 
such as the ability to make deductions from 
facts. 
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Multiple-choice papers have one serious 
disadvantage. They are extremely difficult 
to set and certainly do not save the examiner 
any time in comparison with the traditional 
papers. Another objection that has been 
raised is that the students will become even 
more illiterate than they are. I do not think 
this is a valid objection. If the ability to 
write is necessary then it should be tested 
separately by a properly designed exami- 
nation. 
examination._-The interview 
examinations are rather more difficult to 
study because of the additional sources of 
variance introduced by different patients 
being examined and different 
asked. However, even allowing for 
difficulties in interpretation of the statistical 
findings, I have found a surprisingly high 


Interview 


questions 
being 


degree of agreement among examiners. 


PABLE 3 


AVERAGES OF PER CENTS OF VARIANCE 
STUDENTS AND EXAMINERS 


DUE TO 


Student Examine 


per cent 


questions 


+ hours % 

“ 13 
16 ol 
Multiple choice question 


lable 


between two examiners when they interview 


4 shows the extent of agreement 
candidates together but allot independent 
marks. In our examination the examiners 
are paired and a different pair takes each 
individual student for the different parts of 
“major case,” and oral. As 
the table shows, they agree well within 
pairs, but, more than this, they agree well 


“minor cases,” 


between pairs. On an average the between 
pairs correlation is r + 0.625 

Phus, it would seem that, faced by a stu 
dent, examiners agree; but on what do they 
agree? This is much more difficult to decide. 
I have the impression, but here I am on less 
firm ground, that the main factors which in- 
fluence examiners are connected with the 
personality of the candidate rather than his 
knowledge. I have three independent bits of 
evidence on this. 
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1. The correlation between the papers 
and the interview examinations is poor. In 
the case of essay papers this is not surpris- 
ing, but it did surprise me to find that corre 
lations between the multiple-choice papers 
and the various parts of the interview ex 
aminations were often insignificant. One 
may interpret this in different ways, but 1 
find it difficult to believe that the multiple 
choice paper, which is in itself consistent in 
that retesting with a different paper gives a 
similar ranking, is not testing factual know! 
edge. If this is so, we must conclude that 
factual knowledge plays a very small part in 
the marks allotted at interview. 

2. With the help of my colleagues, Drs 
Montgomery and Womersley, I designed a 


TABLE 4 


CORRELATIONS BETWEEN EXAMINERS Ad 
INTERVIEW EXAMINATION 
June, 1954 


between 
of a pair \B 
Major Cant 
Minor cases 
Oral 


RS 


Average =0 74 


special examination which attempted to 


isolate the student’s ability to elicit physical 
signs. The same patients were used through 
out and the results assessed in writing and 
by irdependent interviewers. The percent 
age variance that could be attributed with 
certainty to the skill we were testing 
only 16 per cent. It is, 
that 


difficulties in 


Was 

however, possible 
too low because ol 
the 
certain interactions in the analysis of var 


this estimate was 
interpreting meaning ol 
ance, 

3. Somewhat more direct evidence on the 
importance of personality was obtained by 
the following means. Our emeritus Professor 
of Logic, who has no medical! training, inter 
viewed a group of students before the final 
medical examination. On the basis of a 10 
minute talk on nonmedical topics he allotted 
marks to the students which correlated sig 
nificantly to +0.45 with the final mark in 
medi ine 
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Although these three bits of evidence are 
less satisfactory than in the case of the 
papers, they do point to the possible impor- 
tance of personality in determining the 
marks in interview examinations. They cer- 
tainly demonstrate that we do not know 
what we are testing in these circumstances. 
Properly designed studies carried out in co- 
operation with psychologists would be of 
interest, but in our present state of igno- 
rance should not influence us in deciding a 
student’s fate. Whatever the outcome of 
such studies, I do not feel that we are doing 


a great injustice to our students by continu- 
ing interview examinations. Probably in the 
last analysis a doctor’s personality is as im- 


portant as his knowledge. 
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J. N. MORRIS, F.R.C.P., D.P.H. 


Social Medicine 


Social Medicine, 


Social Medicine is the branch of medical 
studies concerned with the health of the 
community, the relations of health to the 
mode of life, social provisions for health 
and with the impact of all these on the in 
dividual and family. 

Changing character of health problems.— 
We have not yet achieved the affluent so- 
ciety, but with the rise in the standard of 
living, full employment and the develop- 
ment of social services, the failure to satisfy 
elementary physiological needs is no longer 
a major source of ill-health in our country. 
There still is disgraceful poverty, and we 
could certainly do with a Boyd Orr of hous- 
ing and the slums. The old problems are by 
no means altogether solved; but even they 
seem to have changed in character. Thus, 
coal miners 


wages of the ‘working class”’ 


now have about the highest 
and about 
the highest infant mortality, which is quite 
unexpected in terms of classical social medi- 
cine. Of course, it is chiefly in current in- 
come that the miners have been doing so 
well and not yet in capital goods, whether of 
education or housing or urban amenity. 
Still, there is probably more to it than that, 
and the many hundreds of doctors who, 
each year, deal with grave illness in miners’ 
children—are they equipped to see what is 
going on in miners’ families? We know little 
about this. Sociologists tell us that in con- 
trast to the modern merging of parental 
roles miners are the last stronghold of tra- 
ditional divisions. 

However, infant mortality is by no means 
typical of medicine today. Mental illness 
and injuries present major problems. The 
metabolic, malignant, and so-called ‘‘degen- 
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erative” diseases increasingly dominate the 
picture: conditions affecting all sections of 
the population—social medicine is no longer 
synonymous with slumming—and usually 
incurable. How to live with them, how to 
maintain working capacity and reduce dis- 
ability, and how to prevent breakdown is 
often the main problem. They require con- 
tinuous care, anticipatory as well as remedi- 
al; involving multiple agencies; and mostly 
they must be treated out of hospital. These 
diseases may have profound repercussions 
on the patient’s family, its economics, cus 
tomary roles, long-established — stability. 
Such problems are reshaping the structure 
of health services and governing how they 
are to be paid for. This is one way of intro 
ducing the student to social medicine (5). 
Epidemiology is the main method of so- 
cial-medical study, and it has suddenly be 
come fashionable. Everybody wants epi- 
demiology. In the U.S.A. recently I saw the 
protocols of two dozen population studies in 
cardiovascular disease, most of them set up 
by clinicians. The reasons for this flowering 
are simple: epidemiology is the main way of 
investigating systematically the connections 
between disease and the mode of life, and 
there are multiplying suggestions that to 
day’s plagues are importantly bound up 
with our mode of life—with rising material 
standards, cigarette smoking, !vxury diet, 
physical inactivity, the isolation in cities. It 
is not difficult to the student. 
He needs to be shown epidemiology as a 


interest 


method of learning in medicine, and its rela 
tions to the other methods of clinical ob- 
servation and laboratory experiment. The 
question who should do the teaching must 
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be answered in the same way as in the rest 
of the medical school: teachers who are 
themselves also trying to advance their sub- 
ject. However, the practical difficulties have 
proved formidable in both the U.K. and the 
U.S.A. 

Quantitative methods-——The social medi- 
cine department must expect to teach sta- 
tistics and will be wise to welcome the op- 
portunity. Statistics is an essential part of 
the scientific method as applied to medicine 

what are facts; probabilities; what opin- 
ions, impressions; what hypotheses? With 
current developments the doctor must be 
able to handle quantitative data in his prac- 
tice and in discussion with his patients. Sta- 
tistics are a necessary means of the commu- 
nity’s and the doctor’s self-appraisal. There 
has been a remarkable change in the atti- 
tude to statistics among doctors, if not 
among students. 

Social services —-While I am talking about 
the scientific outlook let me say that it is a 
kindness, to put it no higher, to help stu- 
dents toward some understanding of the 
origin and development of social servic es, 
including the National Health Service in 
which the majority will spend their lives. 
This will not include the details of adminis- 
tration; but it will introduce them to the 
problems of how a democratic society with 
limited resources, and believing in mutual 
aid and joint responsibility for meeting 
basic human needs—how such a society can 
provide medical care for an aging popula- 
tion, with medical needs changing as they 
are and in face of the explosive advance of 
medical science (6). 

Social aspects of clinical medicine-—I am 
sure that the teaching of these must lie 
mainly with the clinicians themselves. The 
idea is that patients are not to be under- 
stood as individuals only; but each belongs 
to family, work, local, and other groups the 
membership of which affects his behavior 
and his healthy functioning: these groups in 
turn are affected by him. The physician, as 
he brings out “the environmental aspects in 


the case,’’ is already teaching this. In tuber- 
culosis he compares patients now with the 
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very different days when he was a student; 
he considers economic causes and conse- 
quences; domestic and urban crowding; oc- 
cupational repercussions on the patient and 
his mates. The physician already elucidates 
psychological precipitation of phthisis by a 
stressful life situation; traces secondary cases 
in the family and brings to light familial 
guilt over a tuberculous child. He analyzes 
the social as well as the personal components 
of disability. Perhaps it would help if par- 
ticular situations were more often related to 
common processes in our society. 

Here are a few examples where the social 
sciences might enlarge clinical understand 
ing and perhaps the doctor’s capacity to 
help. The man who retires and presents 
clinically with breakdown often has lost not 
only his status in our society and much of 
his income, but may find that the three-gen- 
eration grandmother/ daughter, grandchil- 
dren pattern in which the family is organ- 
ized has no place for him... . Social etti- 
tudes can affect the physician's outlook even 
in diagnosis, as the differences found in the 
labels he now gives to the same mental dis 
orders among patients of different social 
classes demonstrate....It is clear that 
‘“delinquency”’ may be normal in some dis- 
tricts, and obviously the interpretation of 
delinquent behavior must be affected by 
knowledge of where patients live. And not 
only delinquene The surgeon with a 
sense of social responsibility once again tak 
ing a history of how a heavy object fell on 
the workman’s foot, and reading the “riot 
act”’ to the patient and his employer, may 
be on quite the wrong wave-length if the 
culture of the factory is not to observe safety 
precautions; indeed, there may be system 
atic collusion between management and men 
to ignore them. ... In the old days, when 
life was simpler, the good general practi- 
tioner knew a lot of this and was doubtless 
the better for not being able to give it 
names. With the increasing complexity of 
our society and its rapid changes, however, 
the social life of his patients is no longer to 
be understood by simple observation and 
common sense, and we should help the doc- 
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tor of the future to look and to see (1-3, 7). 

Now for two more controversial topics in 
what is largely a spectator’s view. 

Social studies in the preclinical period. 
The preclinical years are among the finest 
achievements of British medicine, 
aren’t they strangely unscientific 


but 
all anato- 


my, physiology, and natural science? There 
is little recognition that the family is the 
natural order of human life; living in groups 


is normal; height, weight, and hemoglobin 
levels are also economically determined; 
what is stressful depends on the culture as 
well as the personality. Yet even a little 
demography can describe modern changes in 
family size from four children to two, in life 
expectancy from 40 odd to almost 70, the 
addition of 100,000 old people a year to the 
population, the earlier age of marriage. 
These population movements set up new 
relationships between the generations, cre- 
ate--and abolish—common stresses, shape 
social policy, dictate the work of medicine 
Smoking rates are interestingly different in 
ex-public school boys, ex-grammar school 
and ex-se ondary modern; in teddy-boys 
and medical students. The differing habits 
of social groups are becoming crucial in pre- 
ventive medicine. Their differing outlook, of 
middle-class doctors and working-« lass pa- 
tients, for example, means that communica- 
tion in medical care should on no account 
be taken for granted. And so on. 

It is an awful responsibility to suggest 
additions to the medical curriculum, but if 
social medicine is to be taught seriously in 
the clinical years—and practiced thereafter 

the foundation must be laid before. This is 
a plea for the enlargement of science in 
medicine but also unashamedly for the lib- 
eral education of the doctor, to give him the 
framework for his own observation and self 
education, to fire his interest. The introduc- 
tion of such material into the preclinical 
course would make good matter for experi- 
ment. Whether it is possible to be serious 
and solid in the few hours likely to be avail 
able will have to be seen (4). 

Medicine outside the hospital-—The most 
difficult aspect of medical care at present, 
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and one about which there is much dissatis 

faction, is that of the continuing care, physi- 
cal, mental and social, of patients with the 
common chronic ailments. By far the greater 
responsibility for it lies with families and 
family doctors; and this is likely to increase 
with the movements toward domiciliary 
care. An instrument needs to be created for 
learning about these problems among fami 

lies and with the family doctor in the tradi 

tions of British clinical medicine of example 
and experience. (It is not possible to teach 
on a reality basis inside a hospital how to 
keep people out of it.) The need is more 
general. The optimum collaboration of the 
three branches of the National Health Serv 

ice, and related services, in support of the 
individual and family, needs practicing and 
experiment the doctors and social 
workers involved. The hospital is too cir 
cumscribed a place to demonstrate the pos 


with 


sibilities of prevention in clinical work, for 
example, through the opportunities offered 
by the common clusterings of disease. 

This question, however, goes further 
There is increasing emphasis on the early de 
tection of disease before irreversible changes 
have occurred, whether it be diabetes, 
severTe hypertension, or depression in the 
elderly look us 
though a good deal of ordinary and ap 
proved individual behavior will have to 
change if much of today’s disease is to be 


Moreover, it begins to 


prevented from occurring at all. To explore 
what these involve in practice means again 
going outside the Teaching Hospital, mak 
ing contact with the ordinary population in 
their day-to day affairs, 


meeting families 


who are not “ill.” The Teaching Hospital, 
that is to say, is no longer by itself an ace 
quate instrument for the Education of doc- 
tors. It needs to be supplemented, and not 
only for the proper teaching of the social 
aspects of medicine. This is an area of urgent 
need for experimentation, with functional 
arrangements that will suit the hospitals and 
doctors concerned and don’t involve large 
budgets and expensive buildings. 

Whether all this means that the Teaching 
Hospital-Medical School must itself enter 
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veneral practice is arguable. This certainh 


has the additional advantage of showing 
how the standards of medicine that obtain 
in the hospital can be translated to the very 
different situation outside it, thereby setting 


standards for general practice as a whole. 
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The Approaches of the Faculty to Medical Education 


at Western Reserve University 


THOMAS HALI 


School of Medicine 


It is a privilege to participate with the As 
sociation for the Study of Medical Educa 
tion in this first meeting, which is concerned 
with the broad subject of experiment in 
medical education. The objectives of the 
programs of education, many of the meth 
ods, and the needs of the medical student 
and the medical graduate can be discussed 
and compared with much merit by the 
schools of medicine of our several countries. 
Many would agree that the broad objective 
of a school of medicine is to help the individ 
ual student develop his own abilities for a 
life in the profession of medicine, whether he 
becomes a general physician, specialist, 
teacher, investigator, or participant in other 
,uctivities in medicine 
The medical curriculum in any school is a 
resultant of many steps in the reasoning of 
its faculty and is unique to the particular 
school and its community. In all schools the 
courses will require continued alteration to 
meet the changing requirements of medicine 
ind the advances in knowledge in the bio 


ul 


, clinical, and social sciences. A variety 
of methods may be employed to accomplish 
a Stated objec tive. 

In this report from the School of Medi 
cine of Western Reserve University, empha 
sis will be given to the methods employed by 
the faculty in governing itself and in the ap 
proaches to the development and to the con 
duct of the program ol me dical education. It 
is recognized that controlled experiments 
Medicine and Director ot the Divi 
of Research in Medical Education; 
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have not been conducted a yel and must 
await the development of reliable methods 
for the measurement of the effects of differ 
ent aspects of the program 

Review of the program of medical educa 
ion at Western Reserve University was 
initiated by Deans Joseph r. Wearn and 
John L. Caughey, Jr., after World War II 
It was agreed by the fac ulty and by the di 
rectors of departments, many of them new ly 
appointed, that they would study the pro 
gram of medical education for all + years and 
would consider changes. At this time it was 
found that the curriculum had grown stead 
ily by accretion and was extre mely « rowded 


ialized. ‘The 


structed in a course that 


and Spree student often was in 
was characterized 
by rigidity and a lock-step schedule whic! 
gave him little freedom breque ntly the stu 
dent was treated as a school boy and given 


as many as 32 examinations in one year 


Departmenta barriers vor found to lyn 


little or no intercommunication 
With this back 


began its study of the 


lirm, witl 
ind little hope for change 
ground, the faculty 
whole program and related it to programs of 
education in other professional schools and 
in other schools of medicine in the United 
States and abroad This ce velopme nt has 
been greatly helped by generous grants, be 
ginning in 1950 from the Commonwealt! 
lund of New York City. 

General Faculty and Commitiee on Medical 
Education Belor 


any ¢ hange 


Ih program 
WilS contemplated step taken was 
the consideration of the method by which 
the faculty would govern itself in relation to 


the program of medical education. The Gen 
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eral Faculty was founded in 1946 under the 
leadership of Dean Joseph T. Wearn. To it 
was delegated, by the legal faculty of full 
professors, the responsibility for student af- 
fairs, instruction, and interdepartmental co- 
operation. Currently the General Faculty 
has a membership of approximately 300 per- 
sons who have a rank of assistant professor 
or higher. Each director of the twelve de 
partments appoints two additional members 
to the General Faculty who have a rank less 
than that of assistant professor. The depart- 


DEAN 


POLICY 


General Fac sity 
1946) 


students 
Committee or 
Medical Education 
(1950) 
13 Departmental 
Representatives 


Subcommittees 
Phase 
Facilities 
Evaluation 
Environment 


Free Time 


CHart | 


ADMINISTRATION 


Associate Deans | 


\pproaches of the faculty of the School of Medicine 


DECEMBER 1959 


representative from each department, ap 
pointed by the director of that department 
for a term of 4 years. The Chairman would 
serve for a term of no longer than 6 years. 
A Council of the Committee on Medica! 
Education would be formed and would con 
sist of the chairman of the Committee, two 
members appointed annually by the chair 
man, and two members elected annually 
from the Committee. The Council would ad 
vise the chairman on agenda, appointment 
of subcommittees, and the total responsibili 


DEPARTMENTS 


| 
Director 
Medica 
Budyet 
Education 


Personne 


Coordinator 


Teaching 
Phase 3 MD Student 
Graduate 


Phase 2 
Other Professions 


Research 


Service 


Policy for student affairs, instructional 


matters, and interdepartmental cooperation is the responsibility of the General Faculty. The Committec 
on Medical Education advises the General Faculty on the whole program of education. The administration 
is responsible for conducting the program as related to students and to the organization ol subject com 
mittees. The departments are responsible for all personnel, research, and for the content of the teaching 


program of their respec tive fields 


ments include anatomy, biochemistry, med- 
icine, mi robiology obstetrics and gy nec ol- 
ogy, pathology, pediatrics, pharmacology, 
physiology, preventive medicine, psychia- 
try,! radiology, and surgery (Chart 1 

In 1950 it was agreed that the program of 
medical education would be evolved by a 
standing Committee on Medical Education 
of the General Faculty which would have 
the following continuing responsibilities: (a) 
selecting and defining objectives of medical 
education, (6) evaluating current programs, 
and (¢) developing and recommending 
changes in programs of medical education. 
The membership would be composed of one 


! A division of the department of medicine 


ties of the Committee. Subcommittees of ex 
perts would be asked to make special stud 
ies. Students would be invited to participat« 
The following is quoted from the original 
agreement.” 

ARTICLE 
cation, 

Section 1. Approval and Conduct ef a Pro 
gram. It is believed that the program of medical 


education can be evolved in a continuing and 


Vediwal Kdu 


Program 


experimental manner with freedom of discus 
sion, with opportunity to disagree and with 
opportunity for departments, faculty and stu 
dents to cooperate 

? Organization and Rules of Procedure for the 


Committee on Medical Education of the General 
Faculty, October 31, 1950 
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‘ 
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It is understood that the Committee will 
make detailed recommendations concerning the 
program of medical education for approval by 
the General Faculty. It is understood that the 
Committee will have no direct administrative 
authority to change or enforce a program of 
medical education. When approved by the Gen 
eral Faculty, the will be conducted 
the Departments and not by 
the Committee, which would continue, however 
to evaluate the program 

Section 2. Details of a Program. When a 
program is reported te 


program 
by members o 


the General Faculty, 
it is understood that certain features will be 
considered and reported on in detail, such as 
the following: (1) object of the program, (2) 
methods for conduct of the program, including 
the delegation of authority when more than 
one department is involved, (3) detailed descrip- 
tion of the program with a schedule of hours 
required for the conduct of the program, (4) if 
experimental trial on a small scale is necessary, 
a report of trial will be included, (5) 
methods of teaching, (6) method for evaluation 
of the program, (7 


such a 
estimated time and cost 
of the program. 


It was further agreed that the program of 
medical education would be devised so as to 
he compatible with the research, postgradu- 
ate teaching, and clinical responsibilities of 
the faculty. It was recognized that the pro- 


gram of medical education would require the 


development of an administrative organiza- 
tion to fit the changing needs of the plan. 

Outline of an investigative approach 
lhrough the Committee on Medical Educa 
tion it has been possible for the General Fac 
ulty to approach the whole program of med 
ical education and its several parts by em- 
ploving the following series of investigative 
steps. 

1. Attempting to define the changing objec 


tives of the profession of medicine and its mem 


2. Attempting to define the 
a school of medicine as related to needs of the 


medical profession 


objectives of 


3. Continuing to review the current program 
in relation to the objectives with the deriving 
of working hypotheses, premises, and detailed 
objec tives 


4. Selecting of faculty for the program 


Faculty 
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5. Selecting of students and the methods 
of treating the medical student as a member 
of a graduate professional school 

6. Selecting of subject material for the pro 
gram of medical education, first broadly and 
then in detail, as related to biologic, clinical, 
and sociologic fields 

7. Choosing of educational methods such 
as lectures, laboratory work, demonstration. 
conference, tutorial and preceptoral exercises, 
student projects, participation in patient care, 
examinations, syllabus material, textbooks, and 
teaching aids. 

8. Planning of the curriculum for faculty 
and students including interdepartmental co 
operation, time, equipment, space, laboratory 
and clinical facilities, and community require- 
ments for students and faculty 

9. Describing by the faculty and administra 
tion of the actual program as it occurs, including 
the participation of faculty, of students, costs, 
and other aspects of the curriculum. 

10. Recording of the response of faculty and 
students, including subjective opinions, objec 
tive examinations, observations of periormance, 
testing of attitudes of facultv and students 
Although quantitative measurements are lim 
ited by the methods available it is believed 
that methods for evaluation of student per 
formance, for example, can be devised as the 
objectives of the several parts of the program 
are defined clearly and in detail by the faculty. 

11. Attempting to define the significance and 
limitations of the Obviously, many of 
the results will be limited to crude approxima 


results 


tions or opinions and will be expressed in de 
Other results of the educa 
tional program mav be measured with increased 
reproducibility 


scriptive language 


In some instances the measure 
ment of student performance may have value 
in selection of students and, then, in predicting 
future performance by the graduate in his pro 
fessional career. Constructive and destructiv« 
criticism of the program can be evolved from 
a study of the results 

12. Revising the program of medical educa 
tion based on the study of current results and 
the re-evaluation of the 


ubove in steps 1 and 2. 


objec tives described 


Development of objectives and programs. 
After establishing the methods by which the 
General Faculty would govern itself and ap 
proach the program of medical education, it 
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Was necessary to detine 
These objectives were derived as outlined 
below, were written down, were agreed upon 
in principle by the General Faculty, and 
have served since 1951 as the basic premises 
for the development, by many members of 
the fa ulty, of the detailed plans of the cur- 
rent curriculum. Each director of a depart- 
ment and administrative officer was called 
upon informally and asked for his opinions 


the objec lives. 


and recommendations. Then, each depart 

ment was asked to report in writing, through 
iis representative on the Committee on 
Medical Education, answers to the following 
questions: (a) objectives of the teaching 
program of the department, () outline and 
criticism of the current program of the de- 
partment; (c) plans and hopes for the future; 
d) subjects in which there is overlap with 
other departme nts; (é) phases of subjects 
which can best be taught in cooperation 
with other departments; and (/) relation of 
the objec tives of the department to the ob- 
jectives of medical education. 

Reports on objectives were obtained from 
members of the faculty who had made spe- 
cial studies over a period of several years. 
Because of the large influence on the faculty 
in the de velopment of policy, the reports are 
listed in part as follows: 

\. D. Welch, Committee on 

Instruction, April, 1948. 

I’. Parker, Committee on Curriculum and 


Correlation of 


Instruction, on over-all objectives of under 
graduate medical education, January, 1949. 
Lorber and D. F. Opdyke, “Preliminary 
Notes for an Outline of the Introductory 
Phases of a Unified Medical Curriculum,” 
May, 1949 

L. Caughey, Jr., 
medical education in Great Barrington, Mas 
1949, including 
a design for a unified laboratory and a pro 
gram for the introduction of first year stu 
dents to clinical and social aspects of medi- 


reports to a conlerence on 


sachusetts, in September, 


cine 
an Joseph T. Wearn, report to the General 
Faculty on the curriculum experiment in 
medical 


education, supported by a 


the Commonwealth Fund, 


yvrant 
from 
1950. 


February, 
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A. | Feller, “Report on Correlation Clini 
November 24, 1950 


The written reports of each department 
and those of other persons were presented by 
the representative and discussed in detail in 
a series of weekly meetings held over a px 
riod of a year with the Council of the Com 
mittee on Medical Education. These mect 
ings of six people were informal. The discus 
sion was recorded and summarized. All th 
reports and the corresponding discussions 
were published in a limited edition of SO 
copies of a report of 197 pages to the General 
Faculty in February, 1951. 
were circulated widely and discussed in 
detail. 

Members of the Committee on 


hese copies 


Medical 
Education read widely of curriculum studies 
8, 10-12, 18, 23-25 


consulted colleagues at Boston University 


elsewhere and 
2), the University of Colorado, Harvard 
University (3, 5), the University of Penn 
sylvania (18), rufts, and other schools. The 
collected information and opinions 
studied, summarized, and revised 

times by the Committee on Medical Educa 
tion and submitted on April 10, 1951, to the 
General Fac ulty as °"( jes tives concerning 
the Curriculum.” This report, of four pages 


Were 


n 


in length, was limited to the broad aspects of 
the proposed program and has served subs 
quently as the basis for the third step, whic! 
was the detailed planning of the program by 
experts on the faculty. 

The following persons took positions of 
leadership in the planning of programs 
based on the original objer tives but done as 
a cooperative endeavor of representatives of 
the twelve departments of the School of 
Medicine. The actual program is outlined 
for each of four years of medical education 


in Tables 1-4 (see Appendix 


Subcommittees on Curriculum: 


Phase Dr. H (;. Wood, 


Professor and 


Director of the Departme nt of Biochem 


istry 
Phase 2, Dr. A. R. Moritz, 
Director of the De partment ol Pathology 


Phase 3, Dr. F. A 


Proiessor am 


Simeone, Professor 
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Surgery and 


Director of Surgery at the 
Cleveland Metropolitan General Hospital 
Subcommittees on: 

Facilities for Students, Dr. L. O. Krampitz, 
Professor and Director of the Department 
of Microbiology 

Free Time, Dr. H. S. Ginsberg, Associate 
Professor of Preventive Medicine 

Educational Environment, Dr. N. L. Hoerr, 
Professor and Director of the Department 
of Anatomy 

Evaluation, Dr. J. H. Dingle, Professor and 

Director of the Department of Preventive 
Medicine. Professor Robert K. Merton 
and staff of the Bureau of Applied So 
cial Research, Columbia University, New 
York City, have made observations on 
students during the vears 1953 to 1958, 
inclusive 


\ultiple committees then planned inten- 
sively until Phase 1 of the program was initi- 
ated in September of 1952, Phase 2 in Sep 
tember of 1953, and Phase 3 in February of 
1955. More than 300 members of the faculty 
participated directly in the development of 
detailed plans. Dr. John W. Patterson 
served as the first coordinator and assistant 
dean of medical education to provide ad- 
ministrative leadership to the conduct of the 
program. 

The first class under the revised program 
graduated in 1956. This was 6 years after the 
initiation of intensive planning and 10 years 
after the inception of the plan by Dean 
Joseph T. Wearn and the founding of the 
General Faculty. Currently the faculty is 
teaching Phase 1 for the seventh time and 
Phase 2 for the sixth time. Dr. F. C. Rob 
bins is chairman of the Committee on Medi- 
cal Education which is continuing to review 
the objec tives and results of the program. 

Each June since 1952 the representatives 
of the Committee on Medical Education and 
faculty members responsible for teaching 
have met for 2 days in the country at Gates 
Mills, Ohio, to discuss the results of the pre- 
ceding year and the proposals for changing 
the future program. Approximately 80-90 
persons have participated in the formal and 
informal parts of this intraschool program 
each year. This is a unique experience, be- 
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cause the leading faculty members of all de 

partments meet together for a 2-day confer 

ence related to their interests in medical ed 
ucation. Recently there has been added to 
these meetings a discussion of the biologic 
and clinical research programs of several! 
departments. 

Educational environment of the student. 
Only a few examples of the actual program 
(1, 4, 6, 7, 9, 13-17, 21, 22, 2C-28) will be 
considered here. One of the major emphases 
of the objectives has concerned the student. 
In the United States the medical student at 
the time he is admitted usually has had 4 
years of college, is 21-22 years of age, and 
has had physics, inorganic and organic 
chemistry, and biology. His selection by the 
medical school is based on his performance 
in college, his personal attributes, and the 
results of a nationally administered series of 
medical college admission tests. When the 
student enters the medical school he expects 
to work hard. Only about 5 per cent of all 
students fail to graduate, and only a few 
repeat their examinations. 

The faculty of the School of Medicine at 
tempted to design an educational environ- 
ment in which the student would be treated 
as a member of a graduate school. It was 
believed that consideration of the student’s 
development could enhance the effectiveness 
of the educational program for the individ 
ual student. The following is quoted from 
the “Objectives Concerning Curriculum,” 
April 10, 1951. 


It is essential that the MD-student be treated 
as a maturing individual, as a colleague, and 
is a student in a graduate professional school 


who is given increasing responsibility for his 


own education, for a knowledge of medicine, 
for the care of patients. This 


a mature system for examination and grading 


and requires 


of the student and encouragement of the stu 


dent’s initiative and resourcefulness. For ex 


ample, in each year the MD-student should 


be given time for elective studies or courses 


and for conduct of unassigned work on the 


initiative of the student in such activities as 
organization and digestion of information, read 


ing and interpretation of literature, prepara- 
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tion of reports, study of problems or cases, 
and conduct of research. 

rhere should ve longer contuct between the 
student and his instructors to provide the edu 
cational and personal guidance of a graduate 
school and the advantages oi preceptorship. 


From these objectives the Faculty devel- 
oped a series of programs and policies out- 
lined in Tables 1-4. For exaraple, each stu- 
dent is granted free time in Phase 1 and 2 of 
three half-days each week, on week-days, to 
permit him to proceed with his own educa- 
tion. In Phase 3 he has 4 months for elective 
studies. A project program has been evolved 
in which each student is required to do a 
study in depth with a faculty member in the 
first and second years and to write a thesis 
concerning the project in the fourth year. 

The students take four or five interim ex- 
aminations each year and a comprehensive 
examination or a National Board examina- 
tion each year. All of these examinations are 
written and are scheduled as shown in 
Tables 1-4. Students have not been graded 
or ranked but have been evaluated broadly 
on written examinations, laboratory activi- 
ties, clinical ability, care of patients, and 
their project program. Students usually 
have contact of 2 years with their project 
director, and they work with a clinical pre- 
ceptor every week for 4 vears, although the 
preceptor changes each year. These pro- 
grams have brought continuity of guidance 
for the student in scientific endeavor and in 
clinical learning. ‘These prolonged contacts 
have formed a tutorial relationship for the 
student and have brought him friendly ad- 
visers as well. 

The multidiscipline laboratory (21, 26) 
was devised so that each student would have 
a home base for a year at a time where he 
could study and do laboratory work requir- 
ing the performance of biologic techniques 
except dissection of the adult cadaver. This 
facility is always open to the student and has 
continuing use. 

Correlated teaching~-When the faculty 
considered the actual program of education, 
it decided that the biological sciences in the 
first year would be taught in the same man- 
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ner to 80 medical students and to twelve to 
sixteen candidates for the Ph.D. degree or 
the combined M.D.-Ph.D. degree. This has 
now been done for 6 years. Also, the faculty 
decided to teach the biologic and medical 
subjects in a correlated manner. This im- 
mediately implied that a subject might be 
taught from several points of view, requiring 
the cooperative planning and teaching of 
members of more than one department. It 
was also recognized that coverage of sub 
jects had become impossible so that it was 
essential to emphasize the student’s under- 
standing of basic principles, his methods of 
study, and his evaluation of information. In 
retrospect, these major commitments for 
correlated teaching of subjects appear to 
have resulted from several premises in the 
thinking of the faculty, such as the follow 
ing. 


1. Teaching in a correlated manner could 
parallel closely the faculty’s research in which 
more than one biological method was used 

2. Teaching in a coordinated manner allowed 
the application of many approaches to under 
standing a subject and could avoid extreme 
spec ialization, 

3. Subjects could be chosen in biologic and 
clinical fields that corresponded to the current 
manner of the grouping of facts and principles, 
such as cell biology (15), the cardiovascular 
pulmonary systems (22), the endocrine system 

4. A sequence of subjects could be arranged 
that would afford the student a reasonable and 
logical development of his understanding of 
biologic, clinical, and social sciences 

5. The time and subject matter, previous 
lv taught by departments alone, could be re 
grouped into subjects in a logical and equitable 
manner without penalizing departments 

6. Repetition and coverage of a field could 
be controlled to give depth of study without 
wasteful and unknown repetitior by many sepa 
rate departments. It is recognized that repeti 
tion is essential and, therefore, would be care 
fully planned. 

7. Interdepartmental communication and 
teaching could have advantages for the faculty 
as well as for the students. 

%. The content and methods of teaching 
ol subjects would be subject to continuing re 
view, research, and change. 
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Schedules of the program.—The current 
schedule for Phase 1 is shown in Table 1. 
The objective is to learn the normal biologic 
structure and function of man by the study 
of a series of subjects as outlined and to ob- 
serve the normal growth and development 
of an infant as a member of a family (16). 
Each of the biologic subjects is taught as a 
cooperative endeavor of representatives of 
several departments. For example, the sub- 
ject committee on cell biology (7, 21, 28) is 
under the leadership of the department of 
bio hemistry with cooperation from the de- 
partments of microbiology, anatomy (his- 
tology), physiology (cell physiology), and 
medicine (research in cell metabolism). 
Kach subject committee plans its own pro- 
gram; discusses it with the executive com- 
mittee of the appropriate phase; plans lec- 
tures, demonstrations, laboratory exercises, 
syllabus material, conferences, student exer- 
cises, examinations; and then conducts the 
program with assistance from other faculty 
members, postdoctoral, graduate, and medi- 
cal students. 

In Phase 2 the mechanisms of disease, 
pathologic physiology, and the development 
of abnormal symptoms and signs are pre 
sented by subject committees, as shown in 
lables 2 and 3, in a sequence similar to that 
of Phase 1 (21, 22). 

In Phase 3 the basic clerkship is given for 
the 4+ months of February through May, so 
that students may qualify to proceed with 
the rest of their program ol the senior vear. 
This is an introductory clerkship in which 
the emphasis is placed on the clinical meth 
od. Throughout Phase 3 each student has 
one afternoon i 


1 the Continuity Clinic, 
where he follows selected patients under the 
guidance of a preceptor. He follows his 
original family, including the parents, and 
observes selected patients in the prenatal 
clinic whom he will deliver when he is on 
obstetrics. 

Each student also participates at two dif- 
ferent periods in Phase 3 in seminars on bio- 
logic and clinical subjects as indicated in 
Table 4. In these exercises, lasting 12 or 16 
weeks each, approximately ten students 
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meet for 2 or 3 hours per week with one or 
more members of the faculty and study in 
depth the biologic basis of a clinical subject. 

Administration.—Administratively, — the 
chairman of each subject committee is re- 
sponsible to direct the program, to coordi- 
nate it with others, to approve the personnel 
of the subject committee, and guide the 
whole activity (6, 13, 21). The several chair- 
men of subject committees in each of the 
phases shown in Tables 1-4 meet at intervals 
to discuss their programs with the coordina- 
tor for the individual phase. Dr. M. F. 
Utter, Professor of Biochemistry, Is Co 
ordinator of Phase 1; Dr. H. S. Ginsberg, 
Associate Professor of Preventive Medicine, 
is Coordinator of Phase 2; Dr. R. F. Wil 
liams, Assistant Professor of Medicine, Di 
rector of the Out-Patient Department of 
University Hospitals and Assistant Dean, is 
Coordinator of Phase 3. 

The directors of departments continue to 
review teaching material and programs by 
serving on executive commitiees for each 
phase. Accordingly, Phase 1, Phase 2, and 
Phase 3 each have an organization for evolu- 
tion of its program and personnel for teach- 
ing. Thus, the faculty and administrative 
officers manage these large units of teaching 
as a series of interrelated subjects which 
constitute periods of 34 weeks for Phase 1, 
54 weeks for Phase 2, and 16 months (64 
weeks) for Phase 3. By this method, the pro- 
gram becomes an interdepartmental respon 
sibility, with a significant degree of unity 
provided by the faculty for each of the 
phases. 

The administrative officers of the School 
of Medicine include Dr. Joseph T. Wearn, 
Dean, and Dr. John L. Caughey, Jr., Associ 
ate Dean for students. The administration 
of the program of medical education as re 
lated to appointment of chairmen of subject 
committees, development of syllabus mat« 
rial, management of laboratories, direction 
of clinical facilities, and coordination of all 
the activities of subject committees comes 
under the immediate direction of two assist 
ant deans, Dr. S. J. Cooperstein, Associate 
Professor of Anatomy, and Dr. R. F. Wil- 
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liams. This administrative organization and 
these procedures have been developed be- 
cause of the need to coordinate a program 
that is based on teaching by subject com 
mittees whose members come from several 
departments. Each year the Committee on 
Medical Education and the General Faculty 
review the policies and personnel of the total 
program but have no administrative author- 
ity in the conduct of the program. 


DISCUSSION 


\ limited progress report can be made at 
the present time from the experiences of the 
past 12 years of development and conduct of 
the program of medical education at West 
ern Reserve University. Also, certain ques 
tions can be asked concerning the future. 

The approaches of the faculty have been 
emphasized here as related to the develop- 
ment, conduct, and continuing evolution of 
a program of medical education. Much at 
tention and effort have been given to these 
methods because they are the proc edures by 
which the faculty governs itself and devel- 
ops and evaluates the teaching program. It 
is obvious that the curriculum can never be 
fixed or final and will always require change. 
Therefore, it is considered essential for the 
faculty to devise and employ methods for 
curricular revision that are orderly, that are 
continuing, and that are based on research 
observations and on democrati prin iples 
of participation by the many responsible 
faculty members. 

As described in this report, the teac hing 
of candidates for the M.D., Ph.D., and 
M.D.-Ph.D. degrees is done as a ¢ ooperat ive 
and interdepartmental venture. This is ac- 
complished by a planned balance of three 
responsible groups in the School of Medi- 
cine, namely, the General Faculty, the ad- 
ministration, and the departments, as indi- 
cated in Chart 1. This organization (13) is 
comparable in structure and balance of 
powers to that of (a) a federal legislative 
body (General Faculty and committees), 
b) a federal administration (deans, coordi 
nators of phases, and subject committees), 
and (¢) separate states (departments). This 
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balance is arranged purposely to allow tor 
communication, discussion, and excellence 
of performance of participating groups 
whose members are chosen because of expert 
ability. 

The General Faculty, through the Com 
mittee on Medical Education, has true rep- 
resentation of the departments and is re- 
sponsible for policy through legislation and 
review of objectives, personnel, and the re- 
sults of the program. The administration, 
through the deans, coordinators, and sub 
ject committee chairmen, conducts the pro 
gram and makes plans for the future within 
the broad policies approved by the General 
Faculty. The departments, through their 
directors, control the personnel who teach in 
the program, and they also approve and 
suggest changes in teaching through the 
executive committees for each of the thre« 
phases. The departments are strong individ- 
ual units which are responsible for their own 
budgets, for all faculty personnel, for re 
search, for postdoctoral training programs, 
and for service to patients. 

Many formal and informal activities of 
this organization have functioned for 8 years 
of planning and 6 years of actual operation. 
These several approaches within the organi 
zation have brought the following: (a) broad 
communication with the faculty, (6) con- 
tinuing debate, (c) an opportunity for fac- 
ulty members to know each other well, (d 
participation by many members in the de- 
velopment of policy, (e) important contribu- 
tions by young persons, (/) final judgment 
by peers who are experts in their fields, and 
(g) a decrease in the feeling of bigness in the 
School of Medicine and a decrease in isola 
tion of departments or separate hospitals. 
These activities appear to have resulted for 
the fac ulty in cooperative endeavor, en- 
thusiasm, critical appraisal of results as in 
other kinds of investigation, and continued 
evolution of the program. Undoubtedly en 
thusiasm will be maintained only if young 
men of ability are given responsibility for 
development and conduct of future changes 
of the program. 

Preliminary results and impressions of 
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the program itself are as follows, The stu 
dents appear to enjoy their course in medical 
school. They have performed adequately in 
the comprehensive examinations given by 
the School of Medicine, at the end of Phases 
1 and 2, and in the National Board examina 
lions given twice in Phase 3. As judged by 
performance, there is good relation between 
the student and preceptor, the student and 
patient, and the student and project direc- 
tor. At least half of all students have elected 
to continue their projects during one sum- 
mer vacation period of 2 months. Undoubt- 
edly the project and free time are influencing 
the educational environment of the student 
by treating him as a member of a graduate 
professional school. The student is held re 
sponsible to study and think for himself 
rhe students from the classes of 1956, 1957, 
and 1958 have competed well for positions 
as interns through the United States. 

Currently there is enthusiasm in the fac 
ulty to continue the correlated teaching by 
interdepartmental subject committees. The 
sequence of subjects, shown in Tables 1-4, 
has appeared logical, and the content of the 
curriculum has been considered reasonable 
in emphasis on principles, laboratory experi- 
ence, and student participation in confer 
ences and clinical experiences. Changes have 
already been made in many of the subject 
committees by new personnel who have in 
troduced major modifications in the content 
and methods of instruction after reevalua- 
tion of the objectives of the program. 

It is found that the multidiscipline labo 


ratories are practi al and economical be- 


cause of centralized management and equip- 


ment and particularly because of continuous 
occupancy for 36 weeks in the year (14, 26 
The ratio of instructors is approximately the 
same as previously, varying from one in 
structor for eight students to one instructor 
for sixteen students. Many more members 
of the faculty now participate in teaching 
than ever before because of the large degree 
of decentralization which results from use of 
the subject committee as a teaching unit. 
Obviously, problems remain, such as cov- 


erage, teaching of the clinical specialties, 
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coordination of interdepartmental teaching, 
and obtaining enough time for the student 
to learn biologic, behavioral, and clinica! 
fields as well as to participate in the care of 
the patient. There are problems of the best 
manner for teaching in the basic clerkship 
and continuity programs in Phase 3. 

It is recognized that an able faculty and 
an able student body can succeed in a pro 
gram of education; but, in addition, it is be 
lieved that a well planned program or cur 
riculum can offer the able student an unlim 
ited opportunity for his individual growth 
while helping the less able student, at the 
same time, by providing him with a firm 
foundation for his learning. It is realized 
that the present organization of the School 
of Medicine at Western Reserve Unive rsity 
and the current program represent just on 
example of many methods that are being 
employed in several countries to accomplish 
similar educational objectives in medical 
education. 

The results of the program of medical ed 
ucation are being observed by the faculty 
and by the students themselves, through 
Student Committees on Medical Education 
in each class, by the use of National Board 
examinations, by the Bureau of Social Re 
search of Columbia University (24, 28), and 
by a newly-formed Division of Research in 
Medical Education in the School of Medi 
cine (9). It is believed that continuing re 
search in medical education is as essential to 
this field as to any other. 

Certain questions continue to offer a 
challenge in the future application of the 
approaches employed by the faculty in the 
program of medical education at Western 
Reserve University. Some of the broad and 
specitic questions listed below are asked by 
many educational! including 
medical schools: 


institutions, 


1. Can the 
medical 


objectives of medicine and of 
defined clearly and in 
detail for the many aspects that constitute the 
program, usually referred to as the curriculum? 

2. Can definitive objectives serve as a basis 
for research in pnedical education? Can methods 
of evaluating results be devised for study of the 


{ 


education be 
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effect of the educational program on students 
and their careers? 

3. Can educational objectives be revised to 
be consistent with advances in the biologic, 
clinical, and social sciences and the application 
of knowledge to medical practice? Can revised 
objectives serve as an approach to the changing 
ol a program of medical education in an orderly 
and, possibly, in a scientific manner? 

4. Can the democratic approach give a facul 
ty of medicine an effective method of governing 
itself in the conduct of its reponsibilities? Will 
the democratic approach preserve freedoms es 
sential to the individual members of the faculty 
and still give an effective instrument for action? 
Can the democratic approach of the faculty 
be combined with research in medical educa 
tion: 

5. Will the organization in the School of 
Medicine at Western Reserve University be 
effective in providing a pattern for faculty self 
government and for research in medical educa 
tion? Will it continue to provide enthusiasm 
to its faculty members to teach? Will it provid 
adequate communications? Will it take mor 
time than necessary for communication? How 
much communication is needed for an effective 
program of medical education that is evolving 
to keep up with advances in medicine? 

6. Will the subject committee continue to 
serve as an effective method for interdepart 
mental cooperation and for the correlated teach 
ing of several disciplines? Is the organizational 
structure too complicated to survive? 


SUMMARY 


In this presentation emphasis is placed on 
two approaches used by the General Faculty 
of the School of Medicine of Western Re 
serve University in the continuing revision 
of the program of medical education. First, 
the planning is done in a democratic manner 
with communication and participation by 
members of the faculty in the development 
of policy. Second, a sequence of steps has 
been developed to aid in the investigation of 
the program as it is devised, conducted, and 
as the results are obtained. It is recognized 
that the curriculum will always be changing, 
but the approaches of the fa ulty can be 
continuing and can be detined. 

A desc ription is given of the method by 
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which the General Faculty has governed it- 
self for the development of the program, the 
evolution of the objec tives, and the detailed 
planning and administration of the curricu- 
lum. The educational environment of stu- 


dents is emphasized as related to treating 
them as members of a graduate professional 
school. The development of interdepart- 
mental teaching, subject committees, and 
the content of the whole program is outlined 
brietly. 

(Juestions are asked in the discussion con 
cerning the future a, plication of the ap 
proac hes now being used by the faculty 


APPENDIX 


PABLE 1 


SCHEDULE OF SUBJECT COMMITTEES 
FOR PHASE 1 (FIRST YEAR 


Orientation 0 5 weeks 
Cell biolog) weeks 
Tissue biology and neuro-muscular 

6 5 weeks 
Cardiovascular and respiratory svs 

tems 7.5 week 


Metabolic, gastrointestinal, and renal 


systems 6 weeks 
I ndocrine and reproductive systems 4 veeks 
Study period before comprehensive ex 

amination 10 davs 
Comprehensive examination 3 «ays 


Biostatistics is taught during the first & weeks | 
a subject committee, and the student is- introduce: 
to the medical library by the librarian during the 
same period oft time 

Anatomy of the inla’ t cadaver is taught begi 
ning with the tissue |.ology and neuro-muscular 
systems 

Clinical science is taught by a subject committee 
each week throughout Phase 1 with introduction ot 
the student to growth and developme nt of an intant 
by observing a normal mother during the latter part 
of her pregnancy, the delivery, and seeing the infant 
in the home and the Family Clinic 

\ project is begun by each student with a faculty 
member in the second half of the academic vear and 
is conducted all day Wednesday for eighteen weeks 


Iree time is available on Tuesday afternoon and 


all day Thursday. Classes are held on Saturday 
morning 

Vacation occurs in the summer for eleven weeks 
\bout half of the students elect to take summer re 
search for two months and receive remuneration for 
it. Usually it is an extension of their project 
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rABLE 2 


SCHEDULE OF SUBJECT COMMITTEES 
FOR PHASE 2 (SECOND YEAR) 


Mechanism of cellular and tissue in 
jury and reaction weeks 
Chemical agents weeks 


Mechanisms of infection 5 weeks 


Cardiovascular and respiratory 


tems 


weeks 
Hematopoietic system weeks 
Gastrointestinal system weeks 
Urinary system weeks 
SKIN 3 weeks 
Study period before comprehensive ex 


amination days 


Comprehensive examination days 


\natomy of adult cadaver is taught beginning 


with the cardiovascular system and continued 


through the gastrointestinal system 
Psychiatry is taught 
1 2 hours eat h week 


by a subject committee for 


Clinical science is taught by a subject committee 
lor one afternoon each week in small sections of four 
students learning physical diagnosis under the guid 


f 


ance of a clinical preceptor. The infant observed in 
Phase 1 

Phe project is continued, as in Phase 1, 
ond half of the 


for 18 weeks 


is followed in the Family Clinic 


in the sec 


academic year all day Wednesday 


Free time is available for three afternoons during 
the week 

Vacation occurs in the summer for 11 weeks. As 
indicated students do research full 


above, many 


time during the summer for 2 months 


TABLE 3 


SCHEDULE OF SUBJECT ¢ 
PHASE 2 (FIRST oF 


OMMITTEES FOR 
PHIkKD YRAR 


Locomotor systen } weeks 


Nervous s\ 


endocrine s 


sten 7.5 weeks 


wee ks 


tabolisn 
Huma 


Comprehensive examination 


reproduction veeks 


day 


Anatomy of the adult cadaver is taught during 


the first two and last subject committees 

Clinical science is continued by the subject com 
mittee for one allernoon per week and permits the 
learning of examination of skeletal and nervous sys 
tems, and special se Phe infant observed in 
Phase 1 


Family Clini 


nses 


is followed together with siblings in the 
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rABLE 4 


SCHEDULE OF SUBJECT COMMITTEES 
FOR PHASE 3 (LAST 16 MONTHs) 


Basic clerkship on medicine or pedi 
atrics 4 months 
Ambulatory clerkship (group clinic 2 months 


) 


Obstetrics and gynecology clerkship 2 months 


Surgery clerkship ) months 
Elective time months 
Vacation month 
National Board Examinations 
Part 1, June of third year 


Part II 


Kach clerkship is guided by a subject committee 
on each clinical service. Clinical science continues 
with the Continuity Clinic for each student on one 
week for the long-range study of se 
lected ambulatory patients, for the follow-up of the 


days 


April of fourth year 5 days 


afternoon a 


tamily, and the study in the prenatal clinic of preg 


nant mothers whom the student will deliver when 
he is on obstetrics 

In elective time the student may take pathology; 
clinica! clerkships in medicine, surgery, pediatrics 
medical or surgical specialties; research; may teach 
in Phases 1 or 2; or may go to another hospital or 
abroad 

Bioclinical study sections are conducted for 2 
hours in each week during 12 weeks of the basic 
clerkship and again for a period of 16 weeks in the 
fall and winter 


students in each group 


These seminars are for ten to twelve 
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with medical education is 
not something new. One has only to read 
early issues of the Lancet and local medical 
journals of 100-130 years ago to realize this, 
and even at earlier dates there were com 


plaints in Britain about the quality of medi 


Dissatisfaction 


cal education. The formation of extra-mural 
medical schools was due dire: tly to dissatis- 
faction with the teaching then provided in 
the universities. However, in this century, 
and especially since the last war, there has 
been an unprecedented concentration on 
medical education, and nowhere has this 
problem been tackled in a more imaginative 
and revolutionary fashion than at Western 
Reserve University. 

It must be emphasized at the outset, how- 
ever, that the situation at Western Reserve 
after the war was unusually favorable for 
experiments. The heads of most of the de- 
partments were changed over a relatively 
short period, and the newcomers were com- 
paratively young men who were not bound 
by tradition, who were not imbued with 

leas of building up little empires of their 
own with inviolate boundaries, who all felt 
the need for a new approach to the training 
of doctors, and who were prepared to shoul- 
der the immense task of devising and put 
ting into operation a new curriculum. The 
chances of a similar combination of events 
occurring in any other medical school must 
be almost as remote as those associated with 
winning a fortune in the football pools 
Mherefore the Dean, Dr. Wearn, had a situ 
ation—partly accidental in origin and part- 
ly, I suspect, created by careful planning 
which was specially favorable for the intro 


* Remarks made in opening Discussion. 


at Western Reserve University* 


MITCHELL 
of Manchester, Manchester, Englanc 


duction of the radical changes in medical 


education which were fermenting in his 
active brain. He found a most able adjutant 
in Dr. Hale Ham, who modestly disclaims 
any personal credit; yet those most familiar 
with the trend of events have no doubts 
about the importance of the part he has 
played in what is the most interesting ex 
periment in medical education presently 
being attempted. The unique situation that 
existed at Western Reserve after the War, 
and the combination of men with ideas and 
ideals to profit from it, are unlikely tO arise 
within the foreseeable future 


versities where most deans have to deal w ith 


at other uni 
faculties composed of men varying in ag 
from the thirties to the sixties, some willing 
to experiment and others complacent about 
the existing situation. We 


British 


must remember 
the 


American 


also that no dean has Same 


powers or authority as most 
deans 

Che curriculum cannot be ¢ xpanded in 
definitely, and indeed it is already over- 
loaded, for no student or doctor can absorb 
more than a fraction of the medical know! 


As Hale Ham has indi 


cated this fact was recognized and act epted 


edge now available 


and it 


was decided to concentrate selectively on 


by the planne rs at Western Reserve, 
teaching basic pring iples the mechanisms 
of disease and practical procedures-—whik 
promoting the deve lopme nt of sce psis scien 
tifica and the concept that true knowledg: 
is acquired largely by a process of continuing 
self-education Phroughout the objective ol 
hie Iping students to deve lop their own abili 
ties was to be kept in mind 


In brie f, nial vhat the teachers hoped 
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to accomplish; but what about those on the 
receiving end—the students? Are medical 
students sufficiently similar on both sides of 
the Atlartic to be subjected to the same 
programy This is a moot point. American 
medical students are on an average 3 4 
years older than their British counterparts, 
they have completed 3-4 years’ college 
training in the liberal arts, and some have 
already had experience in tackling minor re- 
search problems; thus they are more mature, 
they have usually sown any wild oats, they 
work harder and are more self-assured, and 
a high proportion are married with both hus- 
band and wife working full-time or part- 
time to help meet the heavy costs involved 
in American medical education. In discuss- 
ing educational problems we must consider 
not only such factors as the curricular con- 
tent, the arrangement of time-tables, the in- 
tegration of various subjects, the teachers 
and the facilities available, but also the stu- 
dents: too often they are regarded as whip- 
ping-horses to be blamed when our efforts as 
teachers are unsuccessful. If there is a high 
failure rate it is common to hear remarks 
such as “they’re a poor year’? and seldom 
dloes anyone inquire “are we poor teachers”’ 
or “could our methods of teaching and ex- 
amination be improved?”’ At Western Re- 
serve and other American universities they 
would be horrified if they had the 25 40 per 
cent failure rates which are all too common 
in professional examinations in our univer- 
sities, and which some examiners seem to 
regard as a matter for self-praise rather than 
self-blame. Why is there this difference? Is 
our raw material inferior? Are our selection 
methods defective? Are our teaching meth- 
ods sound? Do we try to tea h too much, 
overloading our students with the so-called 
facts of today which are often the errors of 
tomorrow? And are our examinations based 
too rigidly on traditional written and oral 
methods? After listening to Dr. Hale Ham 
you must realize that at Western Reserve 
and elsewhere in the United States there is 
more self-criticism about these matters than 
is common in our medical schools, and they 
evince a willingness to experiment and to 
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submit their results to impartial evaluation 
which we might well copy. 

Dr. Hale Ham explained how their ex- 
perts planned their program and how they 
were guided by certain considerations such 
as indicating clearly the scope of what a 
student should learn by the preparation of 
special systematic and practical manuals; 
by providing tutorial supervision in all 
phases; by arranging adequate practice in 
the more common methods used in diagno- 
sis, treatment, and research; by arousing 
deductive and critical faculties; by introduc- 
ing patients to students at a very early 
stage; by stimulating interest and enthusi- 
asm; and by inculcating the concept of the 
special individual and communal responsi- 
bilities of medical men. Those of us who 
have studied the program in action may feel 
that not all these theoretical ideals are ful- 
filled in practice; but there is no complacen- 
cy at Western Reserve, and their curriculum 
is still undergoing modifications in the light 
of experience. 

As we have heard, the Western Reserve 
program is divided into three phases: (1) a 
year devoted to the study of normal struc- 
ture and function and problems of growth 
and development; (2) 1} years to alterations 
in these normal processes produced by dis 
ease and other causes; and (3) a final 1} 
years spent in studying the clinical applicae 
tions of what the students learned in the 
first two phases. Other features such as fre 
time and elective periods for projects select- 
ed for study by individual students are in 
teresting, but these are common to many 
American universities and are not peculiar 
to Western Reserve. Actually, the so-called 
free time is seldom free for anything except 
study; and IT was not always impressed by 
the attempts to turn so many students into 
research workers. I had the opportunity to 
talk to many students at Western Reserve 
and elsewhere about their research projects, 
and while some obviously had a good grasp 
of their subject, many were clearly being 
forced to run before they had learned to 
walk. This may sound cynical, but after 30 
years’ association with universities I doubt 
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if more than about 5 per cent of students in 
any average “year’’ are likely to become 
good research workers, and it is mistaken 
zeal to force the remainder into disciplines 
for which they have no real aptitude or ade- 
quate training. In some American schools 
30-40 per cent of medical students are at- 
tempting to do research and contributing to 
our present excess of medical verbiage. 
Admittedly many American students are 
very good, but I still think the proportion 
attempting research is too high and that the 
clective projects are overdone. 

The multidiscipline type of laboratory is 
used more extensively in Cleveland than 


elsewhere, and any university planning a 


new medical school must give very serious 
consideration to this development which 
may be seen in action at Western Reserve, 
Harvard, and clsewhere in the United 
States. 

There is not time to consider the various 
phases in detail, so T shall mention briefly 
my impressions. In general most subjects 
are covered less fully than in British Schools, 
but some, and notably biochemistry and 
psychiatry, receive more attention, and the 
teaching of the preclinical and clinical dis- 
ciplines is more closely correlated or integrat- 
ed than it is in our universities. Thus there 
is less duplication and overlapping, and as 
American students work harder 
they achieve more in less time than British 
students. 

Every visitor, depending on his predilec- 
tions, will have his own views on the relative 


seem to 


emphasis placed on different subjects. Mine 
were th «t too little time is devoted to anato- 
my, physiology, pathology, clinical 
work, and that, important as biochemistry 
and psychiatry are, they are accorded too 


dominating a role. Indeed it could be argued 


that the biochemists are guilty of the sup- 
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posed sins of our anatomists, physiologists, 
and pathologists who are blamed for over- 
elaborating details to such an extent that 
basic principles are obscured. Even with a 
selectively planned and integrated course, I 
do not think 4 years provide enough time for 
undergraduate medical education. 

Other aspects of the course will be men 
tioned by Professor Arnott, so Ishall conclude 
by saying how much I profited by visiting a 
dozen of the great American Universities 
and not only by my studies of medical edu 
cation, hospitals, and medical schools. At 
Cleveland, for example, besices seeing a 
good deal of Western Reserve University 
and its associated hospitals, I had the pleas 
ure of enjoying the delightful hospitality 
provided by Dr. Mrs. Hale Ham; of 
attending a baseball game with an enthusi 
ast, Dr. Caughey; of participating in one of 
the best of many case conferences I attend- 
ed, conducted by Dr. Schnapper of New 
York; of discussing Western Reserve ideas 
and ideologies with the Dean, Dr. Wearn; of 
spending an evening, which was disastrous 
both financially and gastronomically, with 
in the Hilton 
Statler Hotel; of dining with three medical 
students 


and 


two Canadian Scots I met 


whose comments were shrewd, 
amusing, and uninhibited; and of spending 
an evening in a pub discussing many topics 
with Dr. Robens, a Nobel Prize winner—a 
unique experience for me and one unlikely 
to recur. 

That is the kind of extrac ilar in 
struction one is likely to obtain in Cleve 
land, Ohio, and as a means of broadening 
one’s education it is scarce ly less important 
than the many other things one learns by 
visiting a place brimming over with ideas, 
and enthusiasm such as the West 
Medical School. 
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W. MELVILLE ARNOTT, M.D 


Department of Medicine, Univ. of Birmingham, Birmingham, England 


Professor Hale Ham’s account of the Cleve- 
land experiment has been fascinating and is 
an inspiration to us all. One feels that an es- 
sential factor in its initiation and develop- 
ment was the overwhelming number of new, 
young heads of departments who initiated 
and developed the scheme. Professor Hale 
Ham has, perhaps wisely, been somewhat 
vague as to how this was secured. Perhaps 
he might be persuaded to impart the secret 
privately, along with, of course, for one’s 
own protection, the necessary antidote to 
the measure used. 

Under the august stimulus of the General 
Medical Council’s recommendations 
most schools in this country are giving the 
medical curriculum a new look. With some 
it may be merely a turning from one side to 
the other without any real interruption of 
the pleasant complacent dream that little 
can be done to improve on a curriculum per- 
fected and hallowed by countless decades. 
Other schools are in a mood to tear every- 
thing to bits and to build anew. These are 
inevitably hampered by the fact that, how- 
ever much they may change the form and 
the order of their educational system, the 
same personnel will survive the cataclysm. 
However insulted and outraged many fac 
ulty members may feel themselves by the 
proposed changes it is safe to predict that 
none will resign in protest. 


new 


A problem which is particularly impor- 
tant to British medical schools at the present 
time is the relationship of the medical school 
to the whole university and, in particular, 
the relationship of the schools of medical sci- 
ences to the university, on one hand, and the 
medical school on the other. Ideally the 
medical school and its principal teaching 
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hospital should be on the university campus. 
Medical students should, apart from the 
time they are working in hospital on resi- 
dent clerkships, live in multi-faculty col 
leges or halls. This seems the only practical 
way in which medicine can share in the stu 
dium generale of a university. Nowhere in 
Britain is this ideal achieved, although in 
Birmingham it may come sooner than al- 
most anywhere in that the Medical School, 
the University, and the main Teaching Hos 
pital are all together. Plans for a great exten- 
sion of residential accommodation are well 
advanced; the only lack is the money to 
build the halls. 

This problem is particularly acute in the 
University of London with its twelve under- 
graduate medical schools. Some of these are 
already planning to move away from the 
centre in pursuit of their teaching hospitals 
which have, as the result of shifting popula- 
tion, to move out. Then the problem is 
whether the departments of anatomy and 
physiology should move with the rest of the 
school or should be centralized in close as- 
sociation with the other faculties of the uni 
versity somewhat along the lines that exist 
already at Oxford and Cambridge. T6 make 
the medical school entirely self-contained 
means for its students virtually no oppor 
tunity of appreciating the meaning of a uni 
versity or of gaining from association with 
other disciplines. On the other hand, to tear 
anatomy and physiology from the medical 
school is to deny any opportunity of in 
tegrating these subjects closely into the clin- 
ical fabric. In the United States such a prob- 
lem can be and in several instances has been 
solved by rebuilding the teaching hospital 
on the university campus. Such measures 
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are in general far beyond our means, and 
meanwhile we are forced to make compro- 
mises and inevitably unsatisfactory arbi 
trary decisions. 

Another formidable problem in medical 
education is the extensive degree of speciali 
that subdivides linical prac tice. 
However much this has contributed to the 


advance of knowledge 


zation 


in some instances it 
has retarded deve lopment 


it constitutes a 
teaching problem. The argument is 
sometimes advanced that this or 


that subject accounts for a substantial pro- 


ause 


portion of those presenting in a doctor’s wait- 
ing room it should receive a proportionately 
prominent allotment of time in the curricu- 
lum. I personally hold that argument to be 
thoroughly unsound. Agreeing, as I am sure 
we all do, that the inculcation of the habit 
of logical scientific thought is the aim of 
medical education the extent to which sub- 
je ts should receive emphasis should be in 
proportion to their scientific sophistication. 
Some subjects like neurology and cardiology 
are firmly based on a broad secure founda 
tion of fundamental science, and for that 
reason it is right and proper that they should 
play a prominent part in medical education. 


rhere is a real danger in presenting to the 


student the spectacle of a patient being 
shunted from specialist to specialist ; he may 
well wonder who is taking the re sponsibility 
for the whole patient. In this respect a par 
ticularly important duty falls on the general 
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physician. The things are in Britain 
now it is only from a general physician that 
a patient gets a comprehensive assessment 
of his health situation. Traditionally all 
other types of specialists tend to view th: 
problem in the light of their own specially 
developed knowledge and skills. For that 
reason the major portion of clinical instruc 


Way 


tion should be in the hands of genera! physi 
cians. That does not, of cours preclude such 
general physicians’ being cardiologists, neu 
rologists, gastroent« rologists, even hia 

trists as well The essential thing is that in 
undergraduate teaching they accept the re 

sponsibility for general care of patients and 
should have some hospital duty which in 
volves unselected out- and in-patients with a 
reasonable proportion of emergencies 

The last point I wish to discuss is the ex 
amination Medical 


Schools rely principally on continuous dé 


system. American 
tailed assessment, that is, few ¢ xaminations, 
or, if you like it, one continuous ¢ xamination 
from beginning to end of the course. I feel 
sure we have not developed that sufficiently 
in this country. The system requires careful 
organization, Constant supervision, and a 
high sense of individual responsibility on the 
part of all concerned. IT should like to see it 
developed to the point at which it plays i 
part at least equal to that of the formal e 

amination which I would still like retained 


but not as the sole arbiter. 
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Medical Education in Sweden 
Report on the 1954 Reform 


BROR REXED, M.D 


University of Uppsala, Uppsala, Swedes 


To understand the aim and scope of the Re 
form of medical education instituted in Swe- 
den in 1954, it is necessary to know the 
background against which the Reform had 
to be enacted. There are tive places where 
medical training can be taken. The oldest is 
the Medical Faculty in Uppsala, where the 
university was founded in 1477 and medical 
training started little more than 100 years 
later. Next came the Medical Faculty in 
Lund and then the Karolinska Institutet in 
Stockholm, which is an independent medical 
school. After the second world war a new 
university with a medical faculty was 
founded in Gothenburg, and lately it was 
decided to establish a fifth medical school in 
northern Sweden. It is placed in Umea, and 
teaching started in January, 1959. 

Student Entry and Selection—The stu 
dents come directly from the secondary 
schools (“the gymnasium’’) where they take 
the “studentexamen,”’ corresponding to the 
nglish matriculation examination. They 
are 19 20 years of age when they enter med 
ical training. No special courses or examina- 
tions are required at the university, and 
thus there is no medical college between the 
gymnasium and the medical faculty. Only a 
limited number of students is taken each 
year. ‘The competition is severe, and regu 
larly 2 3 times as many apply for admission 
as can be taken. The intellectual standard is 
thus good among the medical students, and, 
if graded according to their school marks, 
they belong to the upper third of the whole 
student body. The total number of students 
admitted is 408 each year. Of these, the 
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Karolinska Institutet in Stockholm takes 
the most (140) while Uppsala takes the 
least (90). No students begin their medica! 
course in Umea: they move there after the 
first 2 years. 

In selecting the students, the University 
relies exclusively on the marks given in 
school. The competition is based on the 
original marks, and these cannot be altered 
in any way. Whatever type of matriculation 
examination the student may have, even if 
he has studied classical languages and gen- 
eral humanistic subjects, these marks will be 
counted in the competition. A student with 
good marks in such subjects may thus beat a 
student with low or mediocre marks in the 
sciences However, the student must have a 
knowledge of certain science subjects, Le., 
mathematics, physics, chemistry, and biol- 
ogy; but a student who does not have them 
in his original matriculation examination 
needs only to come up to minimal require 
ments, and the marks thus added do not 
figure in the competivun mentioned above. 
We face the fact that medicine is a wide 
and differentiated field, and personalities of 
many differen. types are needed in medica! 
work, those with a humanistic inclination no 
less than those with a scientific one. An in- 
telligent young man or woman, no matter 
how he or she has proved this, will become a 
good student and probably a good doctor if 
sufficiently interested. 

Control of Medical Education and Reform 
of the Curriculum universities are 
owned and supported by the government. 
This means that any reform, which of course 
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always implies higher costs, must be ac- 
cepted by the government. However, the 
government in its turn always relies on the 
governing bodies of the universities to ascer- 
tain what is the wise policy in education. All 
in all there are some 180 members of medical 
faculties in Sweden. A vast majority of all 
these people must agree to any proposals if 
these are to win the consent of the govern- 
ment. It is easy to understand that in this 
situation the policy in planning a change of 
medical education must be to institute as 
thorough a reform as possible and not to at- 
tempt a revolution which is never carried by 
a majority vote. 

It is perhaps of some interest to mention 
how the plans for the new curriculum were 
worked out. In 1948 a Royal Committee was 
established. It consisted of a chairman who 
was a high administrator in the department 
of finance and had no medical training what- 
soever, but, being an excellent administra- 
tor, was able to lead the committee ina very 
wise way. The members were five professors 
representing the subjects of internal medi- 
cine, surgery, psychiatry, and ophthalmol- 
ogy, one head of an internal medicine clinic 
in the countryside to represent the points of 
view of physicians working in the practical 
field, one associate professor in anatomy 
(myself) to represent the younger teachers, 
one medical student, who had worked for 
some years in student politics, and one mem 
ber of parliament. Several of the committee 
members had traveled in Great Britain and 
United States specially to study medical! 
education. 

The committee started work with discus- 
sions about the principles of a new curricu- 
lum. The existing regulations were from as 
long ago as 1907 and were defective in many 
ways. Many medical disciplines had grown 
since that time, and there were no set rules 
concerning such subjects as, for instance, 
bacteriology and neurology. The importance 
of preventive work was not spec ifically 
stressed in the curriculum, nor were the 
health needs of the individual in a modern 
society specially considered. There were no 
stipulations about collaboration between 
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teachers, and very closely related subjects 
might be taught without any attempt at in 
tegration. On the other hand there were 
good features worth preserving such as the 
great stress put on practical work in all sub- 
jects and especially in the clinical ones, with 
bedside teaching as a characteristic. 

In the new curriculum the committee 
tried to keep the best of the old tradition, to 
modernize the content of medical education, 
and to take into account the needs of medi- 
cal care in a modern society. This new cur- 
riculum was then presented in personal in- 
terviews to all the members of the medical 
faculties around Sweden. Their reactions 
and suggestions were noted. After these dis- 
cussions the committee went over the cur- 
riculum again, changed it in a number of 
ways, and came back to all the teachers one 
by one. After this second check the commit 
tee again made alterations on many points. 
When for the third time the committee con- 
sulted the professors one by one, it pre 
sented to them proposals for the staffing and 
equipment of their institutions or clinics un- 
der the reform. After these consultations the 
committee finally settled its plans. Its final 
report was handed over to the government 
in 1953. 

The government sent the proposals of- 
fi ially to the medical faculties and heard 
their reactions. Because of the extensive dis 
cussions and consultations before writing 
the report, the faculties felt a certain respon 
sibility for the new plan, and it was accepted 


.with very few suggestions for changes and 


surprisingly little resistance. The proposals 
were then accepted by the government and 
then by the parliament in 1954. For Swedish 
circumstances the reform was rather costly, 
since it proposed nearly 200 new posts from 
professors downward to technical personnel. 
The increase of the yearly budget of the 
medical faculties was about 2,000,000 Swed 
ish crowns, which is approximately the cost 
of an entire faculty distributed among the 
four then in existence. The new curriculum 
began to be used in 1955, and the clinical 
courses at the end of the study will be the 
last part of the curriculum to be changed 
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during the present academic year. From the 
summer of 1959 the whole medical study in 
Sweden will follow the reformed plan. The 
switch-over has been relatively uneventful 
and has presented fewer problems than 
might have been expected. 

Medical education in Sweden, as in other 
countries, covers a great number of years 
and consists of different phases. As can be 
seen from Table 1, it consists of undergradu- 
ate studies, postgraduate studies, and re- 
fresher courses. The reform to be described 
here concerns only the undergraduate stud- 
ies. The postgraduate studies, which are 
controlled by the Swedish Medical Associa- 
lion, are now under discussion, and their 
definitive form is not yet decided. The un- 
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stated that the aim of the undergraduate 
studies is not so high. It is thought to be im- 
possible to produce in the medical school a 
doctor with large enough practical training 
to make him capable to work in general 
practice. Some practical training, however, 
has to be included in the undergraduate 
studies because the graduate must be able, 
after his university examination, to take up 
work in hospital as a junior clinician. On the 
other hand, the doctor is definitely urged to 
go on for several years in postgraduate 
studies to acquire thorough clinical training. 

The situation is admittedly somewhat il- 
logical at present, because the undergradu 
ate period is constructed with the idea that 
the doctor should carry on in the hospital for 


PABLE 1 


MEDICAL EDUCATION IN. SWEDEN 


UNDERGRADUATE Srupir PosTGRADUATE STUDIF REFRESHER Col RSES 
Grunduthildning eutbildning Efterut bildnin 
lime; 6) years \bout 5 years 1-3 weeks every 35 years 
Institution University Depart Specialized hospital departments © Central Hospitals (7m rola 
ments and Clinics University and others Stockholm- Uppsala 
Lund-Malmé, Gdéteborg, 
I inképing 
Status Undergraduate Assistant clinician Specialist on Study Leave 


\im Basic theoretical and Specialization in clinical fields Modern Development in 


clinical training 
Responsible University 
authority 


dergraduate studies cover a period of 65 
vears, after which follows a period of 5 years 
of training in clinical departments, where 
the doctor works as an assistant clinician. 
The refresher courses are given at irregular 
intervals and are designed to cover modern 
developments in various clinical fields. They 
are administered by the Royal Medical 
Board. 

The Aim of Swedish Undergraduate Medi- 
cal Education——The undergraduate studies, 
according to the reformed plan of medical 
education, should give basic theoretical and 
clinical training. It is important to fix the 
aim of this training period squarely and ade- 
quately. Earlier the aim was to produce a 
doctor who, immediately after examination, 
could go into general practice and take the 
responsibility for the medical care of a large 
and varied clientele. Now it is expressly 
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Particular Fields 
Roval Medical Board 


some years as junior clinician, but according 
to the law he may work in general practice 
immediately after the university examina- 
tion. This should be corrected when new 
rules for postgraduate education are given. 
Anyway, it is impossible to construct a 
rational undergraduate curriculum if the 
knowledge accumulated during the post- 
graduate studies is not taken into considera- 
tion. To limit the extent of the under- 
graduate period it is absolutely necessary to 
balance it against the postgraduate years. 
The Plan of the Undergraduate Course: 
The undergraduate studies are schemati 
cally shown in Table 2. They cover 6} years, 
divided into several parts. First, there is a 
preclinical period, covering 2 years of mainly 
theoretical susjects. This period is finished 
by an examination called in Swedish ‘‘medi- 
cine kandidatexamen.”’ The student must 


alk 
4, 
4) 
4 
» 
a 
> 
‘ 
~ 


Vor. 34, No. 12 

pass this examination before he can go on to 
the second part of the undergraduate stud- 
ies. This period is mainly concerned with in- 
troductory clinical studies and with various 
clinical disciplines. It is divided in its turn 
into three parts. The first part covers 1 year 
and is called the ‘“propaedeutic year.”’ It is 
an introductory year where, besides more 
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theoretical subjects like pathology, bac- 
teriology, and pharmacology, introductory 
clinical courses are also given. These studies 
must be finished and the examinations satis- 
factorily passed before the student advances 
to the second part, where the special clinica! 
courses are assembled. This second part 
starts with 1 year devoted to internal medi- 


rABLE 2 


UNDERGRADUATE STUDIES 


\natomy — Histology 
Medical statistics 
General chemistry 
Medical physics 
Psychology 


medical genetics 
medical chemistry 
physiology 


Degree of Bachelor of Medicine 
Medicine kandidat 


First 


Propaedeutic year; 
Pathology 
Bac teriolog) 
Pharmac ology 


Introductory courses in Internal Medicine 


Roentgen 


Surgery, Social Medicine, and 


€linical examination methods 
Clinical laboratory course 


Demonstration course in nursing cl 


and Physical Therapy 


Second part 


Internal medicine 
Surgery (5 months 


5 months 


During courses in internal medicine and surgery special teachers currently 


give lectures and conferences 


Clinical chemistry 
Clinical physiology 
Clinical bacteriolog 
Roentgenolog, 


Radiotherapy 


Pathology conlerences 


Phe rapy conterences 
Dermatology-venereology 
Clinical epidemiology 


X, XI 

Study plan not fixed, 
subjects may be com 
bined, minimum time 
16 months 


Ftisiology 
Ophthalmology 
Otorhinolary 
Hygiene 


War Medicine 


Obstetrics-Gynecolog, 
Psych 


Pediatrics with Child Psychiatry 


Neurology and 


bor Medicine 


ngolog, 


may be comb 


2 months 

2 months) 

1 month 

Two be combined 


months courses may 


2 months 
2 months 
1 montl 
ths 

3 months 


mor 
tatry 
4 months) 


ned with all other courses 


and Social Medicine 


Third part 


Internship period 


4 months internal medicine 


3 months surgery 


2 months elective clinical subject 


Degree of Licet 


(Medicine 


tiate of 


centia 


Medical registration 
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cine (5 months) and surgery (5 months), 
During this year correlated teaching in vari- 
ous subjects as, for instance, roentgenology 
and pathology is given. 

Then follows a period of a little more than 
1} year when the student studies the spe- 
cialized clinical sciences like dermato-vene- 
reology, clinical epidemiology, ophthalmol- 
ogy, obstetrics, pediatrics, etc., and also 
takes some other subjects such as forensic 
medicine, social medicine, and hygiene. He 
is now examined in all subjects except in- 
ternal medicine and surgery and can then 
pass on to the third part of the clinical peri- 
od. This part is an internship period and 
constructed much as a rotating internship in 
the U.S.A. The student takes these months 
in hospitals other than university hospitals, 
and he must devote 4 months to internal 
medicine, 3 months to surgery, and 2 
months to an elective clinical subject. After 
this training period he comes back to the 
university and has to pass examinations in 
internal medicine and surgery. He is then 
ready for the final examination, which is in 
Swedish called ‘medicine licentiatexamen,”’ 
and then gets the title of ““Medicine licen- 
tiat.’’ This university examination gives him 
the right to medical registration and to prac- 
tical work as a doctor. 

Details of the New Curriculum.—firsl year: 
The various years of the undergraduate 
studies will now be brietly discussed, and the 
changes compared to the old order of studies 
will be pointed out. During the preclinical 
period the first year is devoted mainly to 
anatomy and_histology, taught at two differ- 
ent institutions. New subjects during this 
year are medical statistics and medical ge- 
netics, in which the student gets short 
courses intended as surveys giving only prin- 
ciples. Medical statistics also includes de- 
scription of planning of experiments and of 
clinical research. The student should early 
recognize the importance of these principles, 
and the teachers in the later disciplines 
should then apply these principles to their 
special subjects. 

Second year: The tirst half of the second 
year is devoted to chemistry, when courses 
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in general chemistry and medical chemistry 
are given. Medical chemistry means roughly 
the same as biochemistry applied to medi 
cine. During the second half the student 
takes courses in medical physics and physi- 
ology. Medical physics is a new subject in 
this plan. It has a laboratory course of 1 
month and is closely correlated with physiol- 
ogy. It should not be merely instrumenta- 
tion but rather general physiology, dealing 
with the principles of physics which are of 
importance in biology and physiology. At 
the end of this year a short course in general 
psychology is given, in which the principles 
of psychology are taught by a member of the 
department of psychology. 

No very intimate correlation or integra- 
tion between the preclinical subjects has 
been attempted. This is simply because most 
of the teachers did not want to have such an 
integration. On the other hand, it is deii- 
nitely stated that various types of collabora- 
tion and integration between the subjects 
are allowed. It often happens that parts of 
the subjects are exchanged between teachers 
so that a teacher specially interested in some 
part of the related subject teaches the whole 
field. No patients are shown during these 
two clinical years. On the other hand; it is 
possible to have a roentgenologist or an 
orthopedic surgeon give lectures during 
anatomy, or to ask an internal medicine spe- 
cialist to discuss problems during the courses 
in medical chemistry or physiology. Patient 
demonstrations might be instituted on such 
occasions, but this has not been done so far. 

The examination system: One reason for 
not trying to make any more complicated 
integration between the theoretical subjects 
is that medical teachers in Sweden are tradi- 
tionally accustomed to teach according to 
the “block system,”’ that is, to have the stu- 
dents exclusively concentrate on one subject 
or at least on only two subjects during a 
given period of time. This is of course ad- 
vantageous to the teacher, who can arrange 
his teaching in a very effective way. It is also 
advantageous to the student, because the 
examination system is adapted to the sys- 
tem of block teaching. In Sweden each sub- 
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ject is examined separately and at any time 
after the student has passed the practical 
course in the subject in question. When all 
the teaching and practical work belonging to 
a certain subject has been passed by the stu- 
dent, he may at any time ask for the exami- 
nation. The teacher is then under the obliga- 
tion to perform this examination within 2 
weeks after the request. The examination is 
done in private with only the teacher and 
the student present. It may comprise practi- 
cal tests or a written examination but may 
also be wholly oral. The examination is al- 
ways finished by an oral examination. 

If the student passes the examination, his 
mark is written down in a book where all the 
testimonials are collected. He then does not 
need to do more in this particular subject. 
If the student fails, he is allowed to repeat 
the examination as many times as he needs 
to pass it. The only limitation is that he can- 
not ask for an examination more than twice 
each term. This system is admittedly very 
liberal to the student, since it enables him to 
take the whole curriculum so to speak piece- 
meal, and also because the faculty never 
sends a student away because he has failed 
once or twice in an examination. The system 
has worked well, and there are no proposals 
from either teachers or students to change it. 
In our experience in Sweden, a student prac- 
tically never breaks off his medical studies 
on account of intellectual shortcomings but 
almost always because of temperamental or 
personality difficulties or sickness. When the 
student has passed all the examinations re- 
quired for the final degree, he hands in his 
examination book to the faculty and then 
gets a formal statement that he has passed 
the final examination and is now declared a 
“medicine kandidat’’ or ‘‘medicine 
tiat,’’ as the case may be. 

The third year: After “medicine kandi- 
datexamen’”’ comes the clinical part of the 
study, which consists of three parts. The 
lirst part covers a year, the third study year, 
and is called the propaedeutic year. It is an 
introductory period to the clinical study 
proper. It consists of more theoretical sub- 
jects on the borderline of clinical medicine, 


licen- 
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that is, pathology, bacteriology, and phar- 
macology. Among these subjects pathology 
is the longest one, and it is taught during 
most of the propaedeutic year. Bacteriology 
comes as a shorter course in the beginning of 
the year and pharmacology as a somewhat 
shorter course at the end. During all this 
year, and concurrently with the subjects just 
mentioned, there are a number of introduc- 
tory clinical courses or more practical labo- 
ratory training courses. The introductory 
courses are in internal medicine, surgery, 
roentgenology, and social medicine. It is sug- 
gested that these courses should be spread 
over the whole year in such a way that these 
subjects can be made to fit in with the main 
teaching in pathology. 

The practical courses are in clinical ex- 
amination methods and include all the clini- 
cal examinations a doctor may perform on a 
patient, such as physical examination of the 
heart and lungs, simple neurological exami- 
nation of reflexes, palpation of the abdomen, 
etc. During this course the student is also 
instructed in how to take a case history, 
and how to write it down. Then follows a 
clinical laboratory course, when the student 
has to practice the chemical tests he must 
know and use during his later clinical study. 
This will include tests for the examination 
of blood, urine, feces, etc. The last course 
is concerned with demonstrations in nursing 
and in the methods of physical therapy. 
Here all the practical details required in 


the treatment of the patient in hospital 


are demonstrated, and in some instances 
training is given in them. F 
Table 3 shows an example of the arrange 
ment of all the courses and how these hours 
can be spread over the year. No definite 
order of the courses is forced on the facul 


ties, however, so that they are free to ar 

range the whole study during this year in the 
way they deem best. It is obvious that quite 
a high degree of collaboration and integra 

tion must be attained if the courses are to be 
arranged in the right manner. Examinations 
are required in pathology, bacteriology, and 
pharmacology, and also in the courses of 
clinical examinations and clinical laboratory 
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methods. Otherwise all the teaching is of the 
survey type, and it is hoped that the stu- 
dents will follow it attentively even though 
they are not examined, since they know that 
this knowledge will be of practical use to 
them during the coming years. During the 
propaedeutic year the students come into 
contact with patients and begin examining 
them. The teaching load of the propaedeuti: 
vear is, as can be seen from Table 3, around 
600 hours. The rest is “free time’ for the 
student. 

The 4th year: The second part of the 
clinical period starts with a year, devoted to 
internal medicine (5 months) and surgery (5 
months). The main teaching is devoted to 
the subjects mentioned and consists of clini- 
cal and policlinical lectures, patient demon- 
Strations, ward rounds under the guidance 
of an experienced teacher, and practical 
work by the student in wards and polyclin- 
ics. Great weight is attached to the idea that 
the student should have a good opportunity 
for doing practical work. Each student dur- 
ing successive periods is attached to a special 
ward or to a special part of a polyclinic. 
There he sees all the patients coming for 
medical care, and he examines them, takes 
down their history and then presents his re- 
sults to the doctor in « harge. The doctor and 
the student then discuss the cases, and the 
results of the student are checked. Therapy 
is decided in common between them. In this 
way all the case histories written in our 
teaching hospitals are taken down by the 
students, and we feel it very important that 
the student should know that he is taking 
down the original histories which are being 
kept in the hospital. 

During this period additional teaching is 
done (see Tables 4 and 5). In roentgenology 
lectures and demonstrations cover both 
courses. The subject has been extended in 
view of the importance in clinical work of 
this diagnostic method. A lesser amount of 
teaching is given in clinical chemistry, clini- 
cal physiology, clinical bacteriology, and 
pathology. The teachers in these subjects 
are heads of routine diagnostic laboratories 
and have academic status as full professors. 
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heir teaching is not too large, but it is con- 
sidered very important because it presents a 
specialized modern diagnostic development. 
It can be arranged either as lectures or dem 
onstrations or as conferences with clinical 
teachers attending. The choice here is up to 
the teacher. 

During the course in surgery special 
teaching is given in radiotherapy, with di- 
agnosis of tumors especially stressed. An 
important subject during this course is or 
thopedic surgery. In most cases both acute 
and conservative bone surgery comes under 
the responsibility of the orthopedic surgeon. 
Also some other conferences are given dur 
ing this period. Thus, there are a series of 
conferences in therapy; every week all the 
students of internal medicine and surgery 
together attend 
least 2 hours, when main clinical themes of 
common interest to the two subjects are dis 


a conference covering at 


cussed. This large clinical conference is ar- 
ranged alternatingly by the professor in in- 
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ternal medicine and the professor in surgery. 

Also during this period of study a fairly 
close integration between various collabo- 
rating teachers is strived at. Through the 
conferences the student should come to un 
derstand that a case, a patient, is not some- 
thing to be looked upon from the view-point 
of any single discipline but as a whole man 
who must be treated with the knowledge of 
many specialized disciplines kept in mind. 
This is apparent to the student in a very 
concrete way, when several clinical teachers 
from different disciplines come together dis- 
cussing the patient in question. Integration 
is also taught in another way. The lesser sub- 
jee ts of this period are not examined sepa 
rately but only by the teachers of medicine 
and surgery who cover all that has been 
taught during their courses. Also, the ex 


aminations in internal medicine and surgery 
are delayed and cannot be taken until the 
student has passed the examinations in all 
the different special clinical subjects and has 
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also made a period of practical work in hos- 
pitals other than university ones. The pur- 
pose of this arrangement is that the student 
should mature before he returns to the final 
study of internal medicine and surgery. It is 
felt that these subjects form the very back- 
bone of the undergraduate studies, and the 
students when studying these subjects 
should benefit from the experience of other 
closely related subjects. 

The 5th and 6th years (18 months): After 
the fourth study yéar, just described, the stu- 
dent goes on to the specialized clinical dis- 
ciplines during a period of about 1} year. 
These subjects are enumerated in Table 2, 
where the time for each course is also given. 
It is seen in this table that the clinical sub- 
jects with special courses are dermato- 
venereology (2 months), clinical epidemiol- 
ogy (2 months), phthisiology (1 month), 
ophthalmology (2 months), otorhinolaryn- 
gology (2 months), obstetrics-gynecology (3 
months), neurology and psychiatry (3 
months in combination), and_ pediatrics 
with child-psychiatry (4 months). There are 
also courses in hygiene (2 months), war med- 
icine (1 month), and socia! medicine (con- 
currently with the course in pediatrics), and 
forensic medicine. Some of these subjcts are 
looked upon as being more important than 
the others. Thus, pediatrics has been in- 
creased compared with the earlier curricu- 
lum partly because a good knowledge of 
pediatrics is especially important from the 
viewpoint of preventive medicine. Also, the 
importance of social relationships has for a 
long time been well understood in pediatrics, 
and it has been found advantageous to com- 
bine this course with the main teaching in 
social medicine. This is because the study of 
social medicine should be a clinical one and 
practically oriented. Also, the course in 
psychiatry has been greatly extended, some 
thing which reflects the increasing impor- 
tance of mental health in modern society 
and the need for the doctor to know more 
about minor psychiatric disturbances. The 
study of psychiatry is combined in an obli- 
gatory way with the study of neurology, 
which should help the student to acquire an 
integrated view of all the diseases of the 
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nervous system. 

The teaching in child psychiatry repre- 
sents a new subject in the curriculum. Ac- 
cording to the plan accepted by the authori- 
ties a special clinic and a professorship in the 
subject will be instituted in all the centers of 
medical teaching. The course in child psy- 
chiatry has been combined with the course 
in pediatrics, thus separating both the clinic 
and the teaching of child psychiatry from 
the psychiatry of the adult. After discus- 
sions for many years this arrangement has 
been agreed upon by both pediatricians and 
psychiatrists. 

Such specialized clinical subjects as oto 
rhinolaryngology, ophthalmology, dermato 
venereology, and  obstetrics-gynecology 
have been shortened in the new curriculum. 
The reason is that medical care in these spe- 
cialized disciplines can be had all over Swe 
den, and the doctors trained for other spe- 
cialities or for general practice are then re- 
quested to send such patients to the relevant 
specialist; in their own teaching they need 
only to get basic knowledge. In obstetrics, 
for instance, more than 95 per cent of all 
patients are delivered in hospitals. Also hy- 
giene and forensic medicine have been di- 
minished, following the creation of the new 
subject of social medicine, which has taken 
over some material from the other two dis 
ciplines. Other new subjects are clinical epi 
demiology and phthisiology. Clinical epi- 
demiology is mainly concerned with the epi- 
demic diseases, but probably this subject 
will develop into a discipline treating the 
acute infections generally. Phthisiology is 
specifically dealing with tuberculosis of the 
lung. This disease is diminishing rapidly in 
Sweden, but it is still a fairly common dis- 
ease. Also, it is a subject in which much pre- 
ventive clinical work has been done, and 
this aspect is considered important through- 
out the whole new curriculum and can be 
well illustrated in the subject of phthisiol- 
ogy. Every medical student should know 
how the dreaded disease of pulmonary tu- 
berculosis has been and is being defeated. 

War medicine is another addition to the 
curriculum. This might seem a subject quite 
foreign to the peaceful study of medicine. 
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However, about one-third of the Swedish 
medical students are female and another 
small percentage are exempt from military 
training. In modern warfare the civilian 
population is attacked, however, and also 
those doctors not doing military service 
must have a basic knowledge of the situa- 
tions arising during a war or when there is an 
imminent danger of war. War medicine is a 
course concerned with the medical aspects of 
atomic and bacteriological warfare. It treats 
the health problems of mass evacuations 
from cities and the refugee problem. The or- 
ganization of military and civil medical care 
in time of war is of course also an important 
subject. The treatment of mass casualties 
after heavy bombing, perhaps in combina- 
tion with the use of atomic weapons, is being 
discussed. Demonstrations of films, material 
to be 
etc., are shown during the course. All medi- 
cal students must take this course, and those 


used in situations mentioned above, 


who will later get military training can then 
concentrate this training on other aspects of 
war medicine. 

A most important addition to the new 
curriculum is the subject of social medicine. 
Phe starting point in the discussion around 
this subject has been the consideration that 
the field of preventive medicine can be 
divided in a schematic way between the two 
subjects of hygiene and social medicine. In 
hygiene the teaching will be concerned with 
the external, dead environment of man. The 
problems of the disposal of sewage, the fight- 
ing of rats, field epidemiology, housing prob- 


lems, the hygiene of clothing, nutritional hy- 


rit ne: cic.. 


will be discussed during this 
course. The subject of social medicine, on 
the other hand, should be dealing with the 
social environment of man and all those re- 
lationships of human beings to each other 
and to the society at large which are impor- 
tant in the clinical handling of a patient. 
Problems discussed are the social situation 
of the patient including the importance of 
economically satisfactory conditions, how 
people may get out of work, how their capa- 
bilities in relationship to their jobs affect 
their health, the individual human 
being develops into a social being, the rela 


how 
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tionship between an individual and his fam- 
ily group, the changing situation during the 
periods of youth and aging, etc. Other itn 
portant points in this teaching are the ques- 
tions of vital statistics about the popula 
tion, such as age, nativity, division on work 
groups, and the reasons for illness and death 
in our society. Great stress must be put on 
the ways of fighting the major illnesses, that 
is, preventive medicine as applied to tuber 
culosis, rheumatic disease, heart and circula- 
tion diseases, etc. Industrial medicine and 
Another as- 
pect of social medicine is the various forms 


rehabilitation will be discussed 
of social delinquency, such as poverty, un- 
employment, alcoholism, criminality, prosti- 
tution, vagabondry. The importance of en- 
vironment contra constitution will be dis 
cussed, and the problems of abortion and 
sterilization also belong here to a certain ex 
tent. Another aspect is what the doctor has 
to do about insurance, pensions of various 
kinds, etc. Of course also all regulations and 
laws governing the work of the doctor will be 
treated here. 

The teaching of social medicine is a typi- 
cal subject for collaboration and integration 
Thus, this teaching occurs on several levels 
in the new curriculum. An introduction with 
a discussion of the taking of a social case his- 
tory is given during the propaedeutic year. 
Then conferences arranged in collaboration 
between the professor of social medicine and 
the teacher in question are arranged during 
the different clinical courses, and of special 
importance are the conferences given during 
the courses in internal medicine and surgery. 
It is expected, however, that the professor of 
social medicine keeps in touch with the vari 
ous specialized clinical teachers and tries to 
find out whether his help is needed in a given 
subject or whether the himself 
wants to give also the more sper ialized so- 


teacher 


cial medicine aspect on his subjec t. Then as 
a final part of the teaching of this subject 
comes the course in social medicine itself, 
which is obligatorily combined with the 
course in pediatrics. During this final course 
reviews, discussions, lectures, and demon 
strations of various Lope s in social medicine 


are given, and the examination after this 
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course also covers the knowledge of all laws 
which the doctor must know in his work. It 
is very much stressed in the new curriculum 
that social medicine must be a clinical sub 
ject, devoted to the clinical aspects of pre 
ventive work at large. It is also stressed that 
the teacher in social medicine must be a 
clinician with scientific work of value in 
some clinical disc ipl.ne, besides his research 
in Social medicine proper. There is no limita 
tion to what discipline should foster him 
clinically, but it is thought that in most 
cases the teachers in social medicine will be 
recruited from the fields of internal medi- 
cine, pediatrics, and psychiatry. Each medi 
cal fac ulty will havea professor and an insti 
tution of social medicine, and two of these 
professors have already been named. One of 
them began his career as a pediatrician and 
the other one in internal medicine. 

During the period of study concerned 
with the specialized clinical dis iplines the 
student has, as already mentioned, a good 
opportunity to arrange his studies in the 
way best suited to himself. Some of these 
subjects can only be studied separately from 
one another while some are combined in an 
obligatory fashion. Those subjects which 
can be combined according to the student’s 
own choice can only be taken two at a time. 
lhey can also be taken separately if the stu 
dent so chooses. He may also take them in 
the order which he finds most suitable, with 
the exception of the course in pediatrics and 
social medicine, which must come late. Dur 
ing this period it is thus possible for the stu 
dent to insert periods of reading or of practi- 
cal work between his courses and to keep a 
quid ker or slower pace. It is quite common 
for a medical student to take several 
month’s work in different hospitals and 
even, When he is close to his final examina- 
tion, in general prac tice as a substitute for a 
doctor on leave. This is possible because 
there is such a shortage of doctors in Swe- 
den. It is considered a good thing for the 
medical student, because in this way he gets 
an added experienc e of practic al medical 
work, and he comes back to his studies with 
a better understanding of what his needs 
will be when he leaves the university. He can 
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also mm this way help finance his studies by 
his earnings during the periods in practice. 

The seventh year: The third part of the 
clinical period contains a period of practical 
work as junior assistant “‘assistenttjanst 
goring,”’ or the internship period (9 months). 
During this time the student is requested to 
work for 7 months in internal medicine (only 
the last month of this period may be taken 
at the university hospital), for 3 months in 
surgery, and for 2 months in an elective 
clinical subject. In this way the student is 
sent out of the university hospital into an 
environment where he will be requested to 
do a lot of practical work and thus get added 
experience and practice. The hospitals 
where he is allowed to work during the in 
ternship period are listed by the university 
chancellor after consultations with the med 
ical faculties. As has been mentioned earlier 
he is not allowed to undergo the examination 
in internal medicine and surgery until he has 
passed his internship service in the respec- 
tive clinics. After these examinations the 
student has fultilled all the requirements for 
his final examination, “medicine licentia 
texamen,”’ and he is given his diploma by the 
medical fa ully. He is thet registered in the 
Royal Medical Board as having the right to 
work as a doctor. 

Relationship of Undergraduate to Posigrad 
uate Studies.—As can be understood from 
this short description of the new Swedish 
curriculum, it is a mixture of an older, more 
traditionally conceived Lypc of teaching and 
a more modern one. The important points 
stressed in the new plan are practical work 
in all theoretical and clinical subjects and 
espet ially work with patients ; added impor 
tance to the specialized laboratory disci 
plines aiding in diagnosis and therapy: 
added stress on the preventive methods in 
medicine and on all the needs of the patients 
in a modern society. Also, collaboration and 
integration between the different teachers 
are requested, and realized especially in the 
clinical part of the curriculum 

The undergraduate studies described 
above are the basis of the future specialized 
training of the doctor. It is considered in 
Sweden that, no matter what part of medi 
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cine the doctor will want to pursue during 
his practical career, he will need a period of 
postgraduate study after his years in the 
university. It is explicitly stated in the gov 
ernment report to parliament concerning the 
new medical curriculum that the aim of the 
undergraduate studies should only be to 
prepare the doctor for the coming years of 
postgraduate studies, after which he would 
be ready to take up independent medical 
work. The logical conclusion of this would be 
that the postgraduate education should have 
been reorganized at the same time as the 
undergraduate one. This was not done be- 
cause of many different circumstances but 
especially because the Swedish Medical As- 
sociation rather the government is 
responsible for postgraduate education at 
present. The Swedish Medical Association 
however, undertaken committee 
work to elucidate the situation and to make 
recommendations 
period. 


than 


has, now 


as to the postgraduate 


At present a doctor is required to work in 
hospitals as a clinician for about 5 years 
before he is recognized as a spec ialist. De- 
pending on the type of specialty the doctor 
chooses, he has to spend most of his time 
working in the clinics of the relevant sub- 
ject. No formal examination is required. It 


is probable that the new rules of post-gradu 


ate education will be looked over generally 
as to the type of hospital practice required 
in the various spe ialties. It will also include 
at least one and possibly more special short 
courses in university clinics, followed by an 
examination. For the doctors working as 
“provinsiallakare’’ or “‘stadslikare’’ (that 
is, medical district officers with some public 
health responsibilities but mostly work in 
general practice) there are postgraduate re- 
quirements fixed by the government. Three 
years of service in important hospital clinics 
are required, and also a course of 3 months, 
especially concentrating on questions of hy 

giene, social medicine, and forensic medi 

cine. The postgraduate education of the 
general practitioner is not yet fixed either. 
The proposals made so far envisage 2 or 3 
years in hospital wards. Most of this_time 
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should be in clinics of internal medicine ot 
surgery with a little psychiatry and the rest 
on elective clinics. No formal examination 
has been discussed for the general practi- 
tioner. Thus, the field of postgraduate edu- 
cation in Sweden is in a rather indeterminate 
state, but the whole question is now being 
reviewed, and proposals will be put forward 
in the near future. All such proposals will be 
based on the new undergraduate curriculum 
as the common training of all doctors, and 
will require special lines of postgraduate 
education in hospitals and possibly also 
some formal teaching for the various types 
of specialists. 

The need for refresher courses for special 
ists and general practitioners has been recog 
nized already in the past, and the Royal 
Medical Board annually arranges 
courses, spec ially designed for medical dis 
trict officers but also open to others. It is 


such 


being proposed that more such refresher 
courses be organized and that they be varied 
in length and content to suit the various 
types of specialized doctors who might need 
to take them. Tremendous possibilities will 
open up if hospitals in university cities and 
elsewhere are used. Such refresher courses 
are at present not obligatory for any kind of 
doctor, and no proposals to make them obli 
gatory have been put forward. 

It is yet too early to say what the result 
of the new curriculum in Sweden will be; 
whether the medical profession will feel that 
the new doctors are much the same or very 
different from the old ones; or whether they 
will look upon them as more or less qualified! 
for their job than those who were trained 
earlier. Taking into consideration the re 
sponsibility felt by the whole medical pro 
fession for this question and especially by 
the medical faculties, it is not too optimisti: 
to hope that the result will be favorabl: 
The new reform of undergraduate studies 
has resulted in a frame inside which the 
teachers have great freedom to arrange their 
teaching in the manner they find best. It wil 
certainly be possible to find by experiment 
and experience the best way of putting the 
time given to the greatest advantage. 
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The first comment I wish to make concerns 
the Aim of Undergraduate Education in 
Sweden. 

A large country with a small population 
and a shortage of doctors needs G.P.’s of 
all around ability. Sweden feels that the 
way to get them is not by a comprehensive 
training, but by education. 

The aim, therefore, is to give the student 
a foundation which can be a basis for all 
forms of practice. This is virtually the same 
aim as that set us by the General Medical 
Council’s Recommendations. It is a large 
and perhaps ill defined aim, but we can 
break it down a bit further. It is clear that 
this foundation must include: 

1. Proficiency in clinical method. 

2. The ability to think scientifically, a 
scientific method of thought, as defined yes- 
terday by Sir George Pickering, science as 
an attitude of mind. 

3. The ability to learn; and we should 
bear in mind Dr. Malleson’s comments on 
how little is done'!to guide the student 
toward facility in lcirning. 

4. The acquisition of knowledge. 

5. An understanding and an acceptance 
of the professional responsibilities of Medi- 
cine. 

These seem to me to be the five education- 
al objectives of what Professor Rexed has 
called “‘the reform” of the undergraduate 
period in Sweden. As he said, no attempt 
has yet been made to reform the postgradu- 
ate training. But there has long been a 
tradition in Sweden that after qualification 
a man will spend at least 4 years in hospita! 
appointments before going out on his own. 
This was so while the curriculum was of 
8 years’ duration, and it is not likely to 
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be less so now. Therefore, the problem of 
how far each objective shall be pursued in 
the undergraduate phase (how much know!- 
edge, what degree of clinical proficiency) 
is largely theoretical—and limits are not 
set by an examination like our Finals. 

These five objectives immediately pose 
that primary problem of medical education 
which Dr. Bowers described yesterday as 
the need to marry in the student’s mind 
“scientific understanding” with the “‘clinical 
art.”” The Swedish curriculum is the result 
of thought and not of evolution, and has 
been devised so as to answer this problem. 
We ought to try to assess it in terms of how 
far it succeeds in doing so. 

From what I have seen of Swedish medi- 
cal education, I feel no doubt that it does 
succeed in marrying clinical art and science 
to this extent—they are far less divorced 
than they are in England, where the decree 
is made absolute by the Second M.B. 

I have asked myself how much of this 
marriage, or absence of divorce, is due to (a) 
teaching and teaching methods and how 
much to (6) the curriculum. 

At the outset I would say that in Sweden 
(as in. Western Reserve) there is less confu- 
sion than here about that problem of teach- 
ing which came to the fore in discussion 
yesterday—the battle between instruction 
and other aids to learning. It is accepted 
in Sweden that many techniques of teaching 
are necessary, but that the technique of 
instruction is more relevant to some objec- 
tives than others, and that to achieve the 
other objectives other techniques are re- 
quired. And an answer, if only’a partial one, 
is given to a question asked yesterday 
“How can you teach a man to learn?” 


} 

“fis bet: 
= 
+ 

4 
List 

H 

“4 


Vor. 34, No. 12 


This answer is:‘* You must give him an indica- 


tion of what to learn, incentives for learning 
it, and do what you can to help him over 
his personal difficulties in doing so.” 

Some of the success of Swedish medical 
education is, I believe (like much of the 
success at Western Reserve), due to a de- 
liberate and conscious ranging of teaching 
methods alongside objectives. Thus, (a) pro- 
ficiency in clinical method will be achieved 
by instruction, by constant practice, and 
by observations of good example; (6) sci- 
entific method of thought, learning how 
to learn, and factual knowledge will be 
achieved by giving the student good and 
powerful incentives for doing so; and (c) his 
preparation as a professional person will 
be best achieved by contact with doctors 
for whom he carries out professional re- 
sponsibilities. 

Next we must consider how far the cur- 
riculum, the actual arrangement of studies, 
is responsible for the successful marriage of 
thinking and clinical skill. It is 
a very different arrangement from that of 
Western Reserve —where undoubtedly there 
is a successful marriage also. 

I would like to suggest that the time table 
is not primarily responsible for the success 


scientific 


in either case. 

I suggest that in the case of the Swedish 
schools this integration is the result of three 
things: 

1. First, there is less of a tradition than 
here to the effect that preclinical work alone 
is scientific and that clinical work is merely 
vocational and practical. 

2. The relative absence of such a tradi- 
tion is due to the fact that clinical work in 
the wards of Swedish teaching hospitals 
is essentially widely based on the application 
of clinical science. 

3. This is largely due to the fact that the 
pattern of staffing of the hospitals and medi- 
cal schools (and the terms and conditions 
of service of clinical teachers particularly) 
are suchas to allow and encourage research. 
The majority of clinicians enjoy the advan- 
tage of being geographically full-time in 
the teaching hospital, whilst also enjoying 
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the advantages of private and domiciliary 
practice. They are able to combine research 
with clinical work in a wide field, and also 
have time in which to give their undivided 
attention to education. That this pattern 
of staffing is not static but is adapted to 
meet changes in medicine is shown, I think, 
by the establishment of departments in Clin- 
ical Physiology. Time may reveal weak- 
nesses in this innovation, but at the moment 
it seems to provide one answer to a multiple 
problem—that of spreading facilities for 
clinical science economically through the 
hospital, that of maintaining and raising 
the standard of scientific work, and that 
of training men for research in current times. 

The net result of this pattern of staffing 
seems to me to be integration of teachers 
and, from the point of view of the student, 
I think this is much more important than 
any time-table integration of his studies. 
In the final analysis what matters is that 
the student is able to integrate his work 
for himself. He can be helped to do this if 
his studies on a particular aspect of Medicine 
are brought together in time, but if he is 
taught by a series of teachers who remain 
isolated from one another, very much of the 
value of synchronization must be lost. From 
visits to Western Reserve I am of the opin- 
ion that it is a most successful school and 
that this success is more dependent on the 
remarkable degree of mutual cooperation 
and consideration between the staff than 
it is upon the time table. Much of this 
same integration at staff level is to be found 
in Sweden and makes the present extensive 
use of clinical pathological conferences and 
like methods of interdepartmental teaching 
both possible and profitable. 

But an education in Medicine, however 
well it avoids creating a separation between 
science and practice, is of no use unless 
the student is also very well trained in 
clinical methods and also properly prepared 
as a professional person. To my mind one 
of the best features of the Swedish cur 
riculum is that it provides time in which 
the student can practice his clinical tech 
nique. He has time in which to grow in 


gt 4. 

4 

J 

j 4 

Ns 


1194 Journal of Wedir al Educatic } 


Medicine, to become clinically more skilful. 
his increasing skill brings experience, and 
his knowledge and experience can grow to- 
wether in harmony. This, | would think, 
should make the student well able to gain 
the greatest value from responsible practice 
under supervision in his final year. 

This last year seems at first sight to re- 
semble our year of provisional registration 
appointments, but the differences are, 1 
think, important. There is provision for 
2 months’ assistantship in a clinical subject 
of the student’s own choice, and this, I 
think, is good. Second, the assistantships 
in Medicine and Surgery which are frequent- 
ly held in nonteaching hospitals, almost 
invariably are followed by several years 
of hospital appointments. One should add, 
perhaps, that medical students in Sweden 
complete much of their military service bit 
by bit in their University holidays. 

However, when, as we must, we include 
our preregistration year in the total under- 
graduate training, then our curriculum is 
the same length as the Swedish. But again 
there is an important difference: The Swed- 
ish 6-year course is a minimum, whereas 
our tends to be regarded more and more 
as a Maximum. 

It seems to be generally accepted in 
Sweden by all concerned that most students 
will take 7 years, just as previously many 
took 9 or 10 instead of the minimum of 8. 
I think we must all agree that students 
do differ much from one another, and it 
seems illogical and educationally unsound 
that they should be expected all to cover 
the same ground at the same speed. It is 
surely an excellent thing that a student 
should be able to leave the routine course 
at a point which suits him individually and 
either repeat an appointment or spend a 
year in a particular department. No one 
can doubt that we would be very wise to 
increase the number of students who spend 
a year on a course for a B.Sc. after Second 
M.B.—and it would be even better if stu- 
dents with different interests or slower mat- 
uration could leave the main stream for a 
year of similar work at later stages. To do 
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this we would have, first, to overcome the 
novelty of the idea, second, to struggle 
for the acceptance of it by grant-giving 
bodies, and third, to have sufficiently close 
knowledge of the individual students to be 
able to plead on their behalf with real as- 
surance. Perhaps it is as well to remind 
ourselves that such a scheme is no idealistic 
concept but a working reality in two coun- 
tries, Sweden and America, where medical 
education is far more expensive to the in- 
dividual student than it is here. We could 
think of it as a concrete plan for in.prove- 
ment 

The curriculum as a guide to the student. 
There is also another thing which attracts 
me about this curriculum. It is clear and, 
I think, logical. Its different stages are ob 
vious. 

The study of the normal 

A year of introductory study, including 
Pathology and clinical method 

10 months in the wards, practicing clinical 
method and acquiring genera! experience, 
with a brief experience also of what might 
be called therapeutic “specialties” such as 
thoracic surgery and radiotherapy 

16 months in anatomical specialties and 
pediatrics and 

9 months of practice under supervision. 

It does seem important to me that a 
curriculum should consist of a series of pro- 
gressive stages of learning, and that these 
should be clearly defined. It can then be 
a guide to the student. Some time tables 
in this country seem to be more like the 
directions for one of those treasure hunts 
where the competitor has to collect a series 
of unusual articles in a given period of time. 
I sometimes think that the stream of lectures 
spreading through the curriculum, which 
it is now fashionable to decry, at least offer 
the student some guide as to what he is 
supposed to be learning, even if their content 
is not always very valuable. 

Here is another concrete plan —give the 
student a meaningful timetable to guide 
him through his studies. 

Such are my reactions to the Swedish 
curriculum as far as the arrangement of 
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studies and its duration are concerned. | 
was at first tempted to comment that in 
a country where the curriculum for all 
schools is ordained by a central office, it 
seemed a pity that some kind of controlled 
experiment had not been carried out by 
putting one curriculum into force in two 
of the schools and a different one in the 
other two. Then I realized that Professor 
Kexed might point out that in London Uni- 
versity there are twelve schools with twelve 
different curricula, that the students of all 
of them sit the same external final examina- 
tions, and that so far we have not made 
much use of that experiment. 

However, I have implied that a time table 
does not give any complete indication of 
the nature of teaching in a particular school, 
and it is, of course, also true that it does 
not reveal everything about the nature of 
learning. This curriculum nevertheless does 
indicate that in Sweden it is accepted that 
the student has a mind of his own and that 
he should be able to vary the curriculum 
to suit himself. That he is en- 
couraged to use his own mind is also shown 


somewhat 


by the fact that he is able and encouraged 
to undertake research projects. 

In our medical schools the idea of making 
students eager to learn by stimulating their 
curiosity never seems to have found much 
favor. Indeed I think many teachers regard 
the research endeavors so common among 
American and Swedish students with posi- 
tive disfavor if not distaste. I am sure that 
little of this work ac tually pushes forward 
the frontiers of knowledge, and perhaps 
it should not be called research. I am re- 
minded of a student in Stockholm who ended 
a conversation in which he was dese ribing 
his current clinical appointment with the 
words “Anu now I must go, I wish to make 
science in the Department of Physiology.” 
The literal translation of the Swedish word 
for research is “for looking” and maybe 
he did not want to lay claim to such heights 
of endeavor. However, it was clear that 
he enjoyed making science, and I think 
many students, American, Swedish and Eng 
lish, welcome the chance of tackling in depth 
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some problem ol their own and 
benefit from it. Furthermore, it helps them 
in their pursuit of that elixir of medical 
education, the much sought after integra- 
tion 


NOOSINE, 


espet ially when, as so often is the 
their research takes back to 
a basic science department. A still further 
advantage derives from the fact that the 


case, them 


student often discovers for himself someone 
to work under, or rather work with, whose 
mind and method of thought attract him 
In this manner a highly successful form 
of academic tutoring is established. 

Here is another concrete plan—encour 
agement of curiosity by research. 

In the latter part of the curriculum it 
is obvious that 


responsibility to patients 


can act as a stimulus to study. Beyond 
this one further indication is given by this 
curriculum as to the incentives which entice 
the Swedish student onward. Again I think 
it is an incentive which is made better 
use of there than here. This is the examina 
tion system. Obviously, the nature of the 
examinations themselves does not particu 
larly encourage the acquisition of factual 
data, and does place great importance on 
the standard of work performed during the 
course ~but at this distance we cannot say 
that. On the hand, the 
timing of the examinations can be judged 


Not 


the time of his finals, 


more than other 


on the evidence before us. only can 
each student select 
but he is provided by earlier examinations 
with a reasonable indication of his progress 
throughout the 6 vears One of the vreatest 
that 


can be 


weaknesses of our present system is 
which 
used by student or teacher is made during 


much of the « 


no assessment ol 


progress 


linical period, 


d the unfor 


tunate student is 
marathon 


contronted wit a Positive 
the end. In this 


of the educational value of 


way mucl 
examinations 
is lost. 

Here is another concrete plan assess 
ment of knowledge, quality, and ability by 
stages instead of our present examination 
system. 

7 hose points about the student are shown 


by the curriculum. But just as a railway 
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indicate the state of 
cleanliness of the railway carriages, so the 
curriculum fails to indicate the atmosphere 
of learning in a medical school. From my 
own observations I would like to comment 
on the atmosphere in the Swedish schools. 

It is difficult to describe, but I think 
it is to be found in every medical school 
in which the problems of medical education 
are being tackled by action. It does not 
seem to matter very much what the action 
is, or whether everybody agrees with it, 
but it seems to create an atmosphere of 


timetable does not 


liveliness. All the teachers, and even the 
Dean, seem to know what is going on and 
have an awareness of the course as a whole. 
It is accepted that education matters, and 
even if no one has any answers to its prob- 
lems, it seems worth while to try to find 
out. The interest in education is communal 
and takes precedence over an interest in 
teaching, irrespective of whether that is 
naked and unashamed or merely quietly 
vested. Students are important as individu- 
als. Perhaps there is something stimulating 
in the sense of being committed to the 
struggle, which contrasts very favorably 
with the despondency which grows in those 
schools where active education of individuals 
is held in abeyance pending some recasting 
of the timetable of teaching. 

These different atmospheres are very eas- 
ily transmitted from staff to students. We 
must, however, also ask ourselves whether 
perhaps something of the atmosphere in 
Swedish schools is due to the fact that stu- 
dents do not receive grants from the State, 
but only loans. 

Thus, my comments on Swedish medical 
education are comparatively enthusiastic, 
and perhaps they are conditioned by the 
fact that in Sweden the very best students 
wish to take up medicine. 

In general, the arrangement of studies 
seems sensible, their duration seems sensible 
also, and the incentives given to students 
seem to me to be wisely deployed. The 
schools seem happy, and one feels the stand- 
ard of education is high. Yet, I think that 
this success really depends not on the cur- 
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riculum, but on the attitude of the teachers 
toward education. And this, I think, de- 
pends itself upon the simple fact that they 
are able to spend a reasonable proportion 
of their time in giving their undivided at- 
tention to it. 

This, I think, is one very important point 
which has been raised by today’s compara- 
tive study of curricula. We must find some 
method whereby in this country we can 
give more time to education in medical 
schools. 

This seems to me to be one of the most 
important problems with which we are con- 
fronted, and a solution to it will enable 
us to make more progress than will any 
new curriculum. Indeed, the obstacle in 
many schools to devising a better curricu- 
lum frequently lies in teachers’ having in- 
sufficient time to devote to education. 

If it were fully realized that this time 
is necessary then I am sure it would not be 
too difficult, with good cooperation between 
University Licensing Bodies and the Minis 
try of Health, to find a means of providing 
it. Indeed, slow progress is already being 
made. It is, however, essential, in my opin- 
ion, that whatever arrangements are devised 
they should fit naturally into the British 
pattern of staffing. There is a fundamental! 
difference between our pattern and that 
of Swedish and American schools, and al 
though it is not revealed by the curricula, 
it has a profound effect on medical educa- 
tion. 

In Sweden, in America, and, indeed, in 
most countries, there is a pyramida! system 
of control of hospital patients. Beds and 
clinics are grouped into a few large services, 
for each of which one man is responsible. 
This is in marked contrast with our own 
systems of many relatively small independ- 
ent units, a system which results from the 
fact that each member of the Consultant 
Staff has his own beds and clinics. From 
this is derived our system of teaching firms, 
in the possession of which we differ from 
the majority of other countries. I believe 
that this traditional feature of British medi- 
cal education has been the source of its 
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greatest strength in the past. I think the 
firm has proved to be one of the best 
teaching units yet devised. 

It has provided a most satisfactory means 
whereby clinical method can be practiced 
repeatedly and continuously for long pe- 
riods, with a reasonable degree of super- 
vision from experienced teachers and with 
the stimulus of responsibility to patients. 

As the direct descendant of apprentice- 
ship it has insured the maintenance of the 
virtues of apprenticeship, and it is potential- 
ly capable of providing guidance to the 
individual student in his learning. 

It should provide a natural method 
whereby a scientific method of thought can 
be inculcated in each student, and it should 
make easy his understanding of the patient 
as a whole and his awareness of the rela- 
tionship of medicine to the community. It 
could even be possible for a firm to extend 
its activities outside the hospital into the 
community. 

More important than all these the firm 
can make it comparatively easy for each 
student to learn that the care of the individ- 
ual patient must take priority over every- 
thing else, and that it is the yardstick by 
which all things in medicine are measured. 

Good though I believe the Swedish sys- 
tem of medical education to be, I think 
it would be better still if it were based on 
this method of teaching. I do not suggest 
that the full potential of the method is 
realized in Britain now. Many things have, 
I think, combined to weaken its efficiency 
in regard to functions it once performed 
so well, and to prevent the realization of its 
potential as a means of teaching scientifi 
medicine. Some of the factors concerned 
are the result of the advances of medicine 
which have led to specialization, but the 
greatest single factor is that the Chiefs of 
firms are deprived of the time required to 
give undivided attention to teaching, and 
often of the time for research, and often 
of the time and opportunity to collaborate 
with their colleagues in the preclinical and 
clinical science departments. 

I believe it is a deep faith in the rightness 
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and importance of this traditional British 
form of teaching which makes many people 
suspicious of new ideas in medical education, 
for they assume that new ideas mean entire 
ly new methods. Great progress will, I think, 
be made by adaptation and reinforcement 
of this old method and by thus carrying on 
our tradition into the context of modern 
medicine. It is, however, unfortunate that 
in many schools some of the most vocal 
advocates of our traditional system of train 
ing are to be found among those very clini 
cians who are in fact tending to undermine 
it by their inability to meet the great de 
mands it makes on them in modern times. 

One would like to think that this Associa 
tion might do something, perhaps by joining 
in comparative studies with other countries, 
to establish the value and the essence of 
the firm system. If the assumptions I have 
made are shown to be correct, this evidence 
would surely help to secure for the system 
that which it most needs, time for teachers 
to give more attention to it. 

Perhaps today’s meeting has itself done 
something in this regard, for I think it 
is significant that one of the most radical 
innovations into the American scene was 
described to us today by Dr. Hale Ham 
when he spoke of the Continuity Clini 
at Western Reserve. It seems to me that 
this Clinic is in fact a series of out-patient 
firms —each run by one member of the Staff 
for a very few students and selected patients, 
each firm being capable of providing that 
long-term continuity of care for both patient 
and student which is now so obviously de 
sirable 

Is this perhaps yet another concrete plan 
for improvement and one which could be 
put into effect in Sweden as well as Britain? 

It has not been my intention to be fa- 


cetious about the desire for concrete plans. 


I have wanted to draw attention to what 
I believe to have been one of the most im- 
portant contributions made to this Confer- 
ence. It was made yesterday by Mr, North- 
field, who appealed for the addition of clear- 
ly defined plans for improving medical edu- 
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cation, to criticism of its present condition. 
He allows the principle that diagnosis should 
precede treatment, and does not oppose 


diagnosis of the illness of education. His 
is the view of a good teacher who wants 
education to be good and become better 
still. It expresses most honestly a reluctance 
to accept change without good evidence 
for its necessity and value. 


In effect he Says —-prove what is wrong 
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and prove that change will not make things 
worse. 

This is the challenge to A.S.M.E. and 
a very right and proper challenge. The de- 
mand is for concrete plans, but we must 
remember that concrete is rigid and takes 
a lot of breaking up if it is cast in the 
wrong shape, and after all it consists of 
but little cement, not much sand and such 
a lot of ballast. 
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Editorial 


WE WISH THEM WELL 


The expanding program of the Association of American Medical Colleges has been 
assisted by several philanthropic trusts. The representatives of two of these groups have 
retired, but, fortunately, will continue an association with medical education and the 
A.A.M.C. We would like to express appreciation for their support of medical education 
and wish them well in their future activities. 

The retirement of Harold H. Loucks, M.D., recalls the outstanding contributions 
the China Medical Board has made to the program of the A.A.M.C. Perhaps the greatest 
of these was the decision to share with the Sloan Foundation the cost of our new head 
quarters building—a lasting monument. Free subscriptions to the Journal for any foreign 
medical school have also been financed by the China Medical Board, as have various 
A.A.M.C.-sponsored conferences. 

By his wisdom and humility, Harold Loucks has made an impact on medical education 
that far transcends material gain. 

The background which he brought to the China Medical Board when he joined the 
Staff in 1946 was unique and interwoven with the development of the Peking Union Medical 
College, which was in its day the finest medical school (faculty and facility) in the world 
A medical school in Peking was purchased by the Rockefeller Foundation in 1915 as a 
central development in an effort to up-grade medical education in China. No stone was 
left unturned to make it an outstanding institution. Loucks joined the staff in 1922 as an 
Assistant Surgical Resident and became Professor and Head of the Department of Surgery 
in 1930. He was interned during the early days of World War II but, after repatriation, 
worked as military surgeon at Chungking. In 1946, Dr. Loucks returned to P.U.M.< 
to lead the rehabilitation of the school which has been stripped during the war. He left 
Peking as the Communists moved through China and has served as Director, China 
Medical Board, since 1954. 

Since the seizure of Peking, Dr. Loucks has directed a program that has supported 
fellowships, visiting professorships, books, journals, and equipment for medical and 
nursing schools in the Far East. It was my good fortune to be associated with him brietly 
during one of his journeys to the Far East, and the esteem in which he was held by medica! 
educators in Japan was solid evidence of his stature. The unusual warmth of his human 
relationships made him particularly effective. It must be a great satisfaction to him to 
see the remarkable progress of Japanese medical education since World War IT. 

His retirement will be marked with regret in the Occident and the Orient. We are 
particularly conscious of the contribution of the Board to the A.A.M.C, during his dis 
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tinguished directorship and are pleased that he will continue an association with C.M.B. 

On November 1, 1959, Dr. Lester J. Evans assumed the Directorship of the Center 
for Rehabilitation Services at New York University. We know that Lester will not desert 
his old friends in the medical schools and yet we wish to cite his contributions to medical 
education during his association with the Commonwealth Fund. The word “‘contribution’’ 
in Dr. Evans’ case goes far beyond the money that was made available to the A.A.M.C. 
and to many medical schools by the Fund. We are all grateful for the cash—but here 
let us look at some other contributions from the Evans’ purse. 

Perhaps his first big contribution to medical education was through the pioneering 
development of educational programs in rural hospitals. This program we can now see 
as the real forerunner of today’s numerous formal programs of medical education in private 
hospitals. How many of us, meeting the urbane Dr. Evans in New York’s University Club, 
would be reminded of his leadership in advancing rural medicine. 

The concept of “comprehensive medicine” was envisaged and then applied through the 
encouragement of Evans. The acceptance of Comprehensive Care Clinics across the country 
indicates the validity of this thesis. 

Lester Evans’ fertile mind has contributed much to the A.A.M.C. His participation in 
the development of the Teaching Institutes and the research program has been invaluable. 

Above all, Lester Evans put across “research in medical education’’"—a development 
that has helped immeasurably in increasing the international stature of U.S. medical 
education. 

His deep conviction on the important role of the University in medical education should 
make his work on the campus of N.Y.U. a pleasant challenge. We suspect that before 
long he will be pushing rehabilitation in medical education. Lester Evans would probably 
note that medical education should be under constant rehabilitation, and we are grateful 
for his emphasis on this in the past—and in the future. 

Joun Z. Bowers, M.D. 


Editor-in-chief 
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Datagrams* 


EXPENDITURES FOR MEDICAL-SCHOOL FACILITIES AND EQUIPMENT 
OVER THE LAST TEN YEARS 
(Millions $) 


res | tures 
Expenditure: Expenditures | Total Expendi 


Not Involv Involving Fed 
ture for Con 


of Facility 
, ing Matching eral Matching 


struction 
Funds 


Educational and Research 318.4 541.1 
| (80.6)* 


Medical-School-owned Hospitals 2 127 240.5 
(34 


\ffiliated Hospitals 340.6 467 
(94 


Institutions Other than Hospitals Used for 
Teaching and Researcht 10.7 


Total 686.9 


* (Federal funds involved 


+ Many of these institutions are not owned and operated by the medical school (Le, research ce 
heaith departments, etc 


t Note for every $1 of federal funds, private, state, and university sources have expended $4 


The total expenditures since 1948 of all United States medical! schools (including Puerto 
Rico) and their affiliated institutions have been tabulated above according to the type of 
facility and with reference to federal matching funds. The tabulation includes expenditures 
reported for construction even though not yet completed but does not include committed 
funds where construction work has not been started. 

The total sum expended since 1948 by all schools and for all types of construction was 
well over one and a half billion dollars. Almost $782,000,000 of this amount was allocated 
to educational and research facilities and to university-owned hospitals, of which only 
$114,852,000, or about one-sixth, was secured from federal matching funds. This means 
that over the ten-year period the United States medical schools have financed through 
their own effort over a half-billion dollars’ ($666,718,000) worth of construction exclusive 
of affiliated hospitals and other non-hospital teaching institutions. A large proportion 
of the sum—approximately 25 per cent—was raised by ten schools which were either newly 
developed during the period or were building new plants. 

Notre.—The construction figures reported here are not comparable to those previously reported in the 
Datagram published in the July issue of the Journal of Medical Education. The earlier preliminary figures 
related to 78 fully developed four-year U.S. schools. The expenditures shown in the preceding table relate to 
all U.S. medical schools, including the two-year schools and the new four-year schools now in operation or 
under construction. Also further analysis of the data has shown that in a few cases there was duplication 
by several medical schools in reporting expenditures for affiliated hospitals and other non-hospital teaching 
institutions. In the present tabulation a!! duplications have been eliminated. 


* Submitted by the Division of Operational Studies of the AAMC. Source of information will be fur 
nished on request. 
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EXPENDITURES FOR CONSTRUCTION OF UNITED STATES MEDICAL 
SCHOOLS AND THEIR AFFILIATED INSTITUTIONS 
SINCE 1948 BY TYPE OF SUPPORT 
(Millions $) 


PRIVATE 


Expenditures | Expenditures 


Expenditures | Expenditure 
Not In- 


Not In Involving 
iiving Fed Federal 


Funds 


volving Fed 


eral Funds eral Funds 


169.3 
32 


447 6 
101. 2)° 


iy not add to totals because of rounding 


t Details m 


ie distribution to private and public schools of expenditures for construction of United 
ical schools and their affiliated institutions since 1948 is shown in the table 


I} 
Stutes n ed 
above. The sources of federal funds are tabulated below. 

FEDERAL GRANTS FOR MEDICAL SCHOOLS AND THEIR 

AFFILIATED INSTITUTIONS SINCE 1948 BY SOURCE 


(Millions $) 


Cancer and 


Hill- Research 
Heart 


Burton Facilities 
Researc! 


68.4 10.2 


Educational and Research 


1 


Medical School owned Hospitals 


Att lated Hospitals 


Institutions Other than Hospitals Used 
Preaching and Research 


Votal 


PuBLi¢ 
er, 
I'vre o1 4. 
Funds 
: Educational and 
Kesearch 155.2 || 324.5 67.5 149.1 216 6 
\* 47_8)* 
Medical-School-owned 
ing -operate 
Hospita 1.2 87.4 158.6 41.7 40.1 81.8 
26.6)* 7.6)* | 
\ ite Hos] la 63.6 183.5 247.1 276.9 284.4 561.3 
39 2)* 54.7)* 
Institutions Other 
Use tor Teac hing 
ind Research 74 10.2 7.9 25.4 
2.5)* 7.0)* 
Totalt | 740.4 394.1 499.0 893.1 
117.1)* 
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Communications 


LIAISON BETWEEN PREMEDICAL ADVISERS AND MEDICAL 
COLLEGE ADMISSION COMMITTEES 


Grorce A. Wore, Jr., M.D.* 


In order to improve communications between the teachers who are the premedical 
advisers of students entering the University of Vermont College of Medicine and teachers 
who are on the Admissions Committee of the College of Medicine, a one-day meeting 
was planned at the University of Vermont College of Medicine. 

Representatives from the premedical advisory groups of 27 New England Colleges 
attended from the 37 colleges which were included in the invitation list. 

The program consisted of a few introductory remarks, a 20-minute paper on “Admissions 
from the Standpoint of the College of Medicine” by a member of the Admissions Com 
mittee of the College of Medicine and a 20-minute paper on “Admissions from the Stand 
point of the Undergraduate College’”’ by the Chairman of the Premedical Advisory Com 
mittee of the University of Vermont. 

There followed an hour general question-and-answer period concerning admission 
policies of the University of Vermont College of Medicine. No attempt was made to describ 
our college, but questions were answered as they applied locally or in some instances 
nationally. 

An informal luncheon was followed by small group discussions which covered the follow 
ing topics: 


. Criteria for evaluation of students for recommendation by premedical advisers 


1 
2. Criteria for selection of students by medical schools 
3 


. The premedical curriculum from the standpoint of the medical schools and from the 

standpoint of the undergraduate colleges. 

4. The premedical advisers and their functions. 
lhe moderator of each discussion group was a member of the Admissions Committe: 
and the recorder was a member of the University of Vermont Premedical Advisory Com 
mittes 

Final summaries of the group discussions were given at the end of the program 

Inasmuch as the majority of those attending felt the meeting was of unusual interest, 
it was thought that a brief description of the material covered would be of use, particularly 
to the premedical advisers in the local area who were unable to attend the meeting and pos 


sibly to premedical advisers elsewhere in the country. 


SUMMARY OF THE CONFERENCE 


Objectives of medical schools:—It was agreed that most medical schools in this country 
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he student t 


1 


desire to provide a superior general medical education which will permit 


qualitied to obtain further training in the area of his interest, whether this be general pra 


* Dean, College of Medicine, University of Vermont 
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tice, clinical specialties, medical administration, teaching and research, public health, 
and so forth. 

It was pointed out that some schools have the major objective of preparing students 
for the pursuit of teaching and research careers. Clearly, no medical school intended to 
prepare the student for any particular kind of practice. In all areas, further training in 
hospital internships or residencies, graduate schools of public health or research and 
teaching programs is required. 

ldmissions from the standpoint of a College of Medicine-—Medical college admission 
committees usually consider students with the following in mind: 

1. Grades: It was stressed that the actual reported grade varies in significance from 
college to college and course to course. Thus, any attempt to mention a “cut-off grade’’ 
is almost meaningless. Usually, students with averages below 80 are not considered, 
although it is recognized that a 75 in some colleges may be equivalent to an 85 in others. 

Although the Admissions Committee generally looks with disfavor upon a failure 
in any course, members are especially interested in the grades in courses which are required 
for admission to this school, i.e., English, 1 year; college level mathematics, 1 year; general 
chemistry, 1 year; organic chemistry, 1 year; quantitative analysis or physical chemistry 
with laboratory, 4-1 year; biology, 1 year; physics, 1 year. 

The faculty of this college has been concerned with the poor command of written and 
oral English possessed by some of the candidates, and as a result has required certain stu- 
dents to take English tests. The requirement of such a test is being considered as one of the 
prerequisites for admission. 

In addition, the faculty has been concerned with the lack of ability on the part of some 
students to demonstrate competence in quantitative areas and has thus recently required 
students to have mathematics at the college level rather than college courses which essen- 
tially review the high school experience in mathematics. 

Grades in the chemistry and physics courses are scrutinized with some care, because 
many of sur students have difficulties with physiology and biochemistry. 

In general, the Admissions Committee feels that grades are the most acceptable criterion, 
although obviously not the best. 

Students from good undergraduate colleges with marks above 80 usually have no trouble 
in medical school. 

It is helpful to have the class standing of an individual student as well as his grades. 

A progressive increase in the quality of grades during a student’s career in college is 
considered a good sign. 

Sporadic performance with mixtures of high and low grades is viewed with question. 
A descending grade level is felt to be serious. This Committee deals harshly with those whose 
grades fall off markedly following admission to medical school. Therefore, all admissions 
prior to completion of the senior year are provisional. 

2. The Medical College Admission Test: The Medical College Admission Test is another 
one of the facets of a student’s performance considered by the Admission Committee. 
No cut-off point is used. However, if students have good grades and low aptitude scores, 
they may be scrutinized very critically before being accepted. Similarly, those with high 
aptitude scores and low grades are scrutinized, but this is not considered to be as serious 
as the opposite pattern. Low marks in the quantitative and science areas cause some 
concern, but in general the usefulness of the test, in our experience, is limited to its considera- 
tion in the light of other facets of the student’s performance. 
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The problem of distribution of the Medical College Admission Test scores to under 
graduate instructors was discussed. The majority of those present from the undergraduat« 
colleges felt this would be helpful. It was pointed out (> at there are certain values inherent 
upon not releasing these test scores to undergraduate colleges. It would indeed be unfor- 
tunate if undergraduate faculty members had such scores available and used them to either 
encourage or discourage students from going into medicine. P 

3. The Personal Interview: It has been shown repeatedly that the personal interviey 
does not permit one to predict the academic performance of the student in medical college. 
However, at this College of Medicine, the faculty feel they would like to interview all 
students before admitting them. It is doubtful, in our experience, that anyone has ever 
been turned down on the basis of the interview alone. However, many of the committee 
members feel more comfortable personally about accepting students with low grades if the 
interview is favorable. 

The committee recognizes we are dealing with people and attempts to use all methods 
to judge students rather than only presumably objective methods. 

4. The Health Record: The health record is reviewed carefully. The Committee wishes 
to be assured that the student has no diseases or incapacities which will interfere with the 
satisfactory completion of his medical college training and his later productivity as a physi 
cian. For example, does his disability permit him to climb the stairs in our building? 
Is the prognosis of the illness such that he may not be able to practice medicine or contribute 
to the profession for a significant period of time? Will his disability prevent him from 
performing effectively and safely after he has completed his training? Will harm result 
to the individual concerned if he embarks upon the rigors of a medical course? 

lhe committee looks especially for evidences of emotional illness, recognizing the respon 
sibility of the College of Medicine within the limits of its ability to graduate those who are 
stable enough to be entrusted with the responsibility for human life. 

5. Recommendations: It was agreed that this was probably the most important area 


in the matter of selection of medical students. It was further agreed that little consistency 


and objectivity is involved. 

From the standpoint of the medical school, the personal acquaintance of medical 
school authorities or admission committee members with the college teacher sponsor 
is highly desirable. Personal acquaintance of the medical school personnel with members 
of a premedical advisory committee is still more desirable. 

lhe medical school occasionally gets the impression that one or more people in a given 
college establish themselves as “hatchet men”’ or self-styled judges and lead the students 
to believe that a good recommendation from these men will get them into medical school 
On the other hand, there are other devoted teachers who attempt to provide for the medical 
schools as unemotional an evaluation as possible of a given student. 

In general, the committee approach to recommending is very satisfactory, particularly 
if a summary of the committee’s deliberations is presented along with excerpts from individ- 
ual comments. 

One negative letter from an individual faculty member may result in the student's 
being kept out of medical school, whereas a committee report with one minority opinion 
expressed and commented on by the chairman of the committee is usually very helpful 
and frequently does not result in the student’s being rejected. 

The Admissions Committee does not expect the Premedical Advisory Committee 
to make decisions for them, but the opinions of a group of men called together with the 
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express purpose of recording their opinions about the suitability of a given candidate for 
the study of medicine is most helpful. 

Standardizing forms used for recommendation of students for the study of medicine 
was suggested. 

Again, it is helpful to us if the Premedical Advisory Committee ranks their applicants 
in order. 

The matter of appearance and personality is, of course, difficult to evaluate. It was 
pointed out that the choice of a physician is a highly personal matter and that members 
of a premedical advisory committee should not consider the appearance and personality in 
terms of their picture of the ideal physician. This picture may vary greatly with individuals 
and social groups. It is more the responsibility of the Premedical Advisory Committee 
to concern themselves with academic ability, demonstrated interests on the part of the 
students, the scholarly or professional attitude, intellectual honesty, integrity, and the like. 

Admissions from the standpoint of the undergraduate college—Time of notification of 
acceptance of students to medical college. The well recognized problem of students who 
neglect everything else while waiting for acceptances for medical college was discussed 
It was admitted that the emphasis placed on this was bad and that the student’s view ot 
acceptance to medical school as clearing a hurdle was unsatisfactory. 


From the standpoint of medical schools, competition for superior students is great, 
and a good deal of difficulty has been experienced in attempting to get agreement among 
colleges as to a suitable date for acceptance. Harvard, Vermont, and some of the other east- 
ern medical schools have agreed to send out notices on three occasions only prior to January 
1 and these on given, agreed-upon dates. 

Early acceptances to medical school, i.e., during the junior year, are frowned upon by 
the Association of American Medical Colleges because they permit some schoois to pressure 
students into acceptances before they make up their minds completely. 

It was agreed that a matching plan would be the most effective solution, but this seemed 
to be some years in the future. In this regard, all medical colleges in the United States have 


igreed not to accept students prior to 12 months from the date of admission. 


It was suggested that students interested in medicine might take the Graduate Record 
Examination at the end of their sophomore year. This would given them some experience 
in this type of examination and also give them another index of their abilities and potentiali 
ty for graduate work either in medicine or elsewhere. 

A student adviser system ia which faculty members of the undergraduate college 
cognizant of the problems of admission to medical school are assigned to individual students 
was considered to be a good pian. 

The question of the premedical student’s major was discussed at some length. The 
notion was expressed that medical schools are looking away from science majors. An attempt 
was made to clarify this misunderstanding. Nearly all medical schools feel that the potential! 
medical student needs a liberal education because medicine is broadening all the time and 
because the doctor must assume a suitable position in his community. Thus most schools 
require premedical experience in a liberal arts college. Medical schools in general object 
to students taking science courses simply because they believe they will have an easier 
time in medical school. For example, if a student takes histology in college because he thinks 


histology in medical school will be easier, not only is he wrong, but we are not interested 
in students who take college courses simply to help them get through medical school. The 
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same applies to « hemistry courses, and we have no particular interest in students w ho have 
had courses in biochemistry, because we teach biox hemistry in the medical school. However, 
there is a crying need in the medical profession for people who are better grounded in the 
natural sciences. The newer research Programs require a much broader background than 
we are able to provide in most medical schools. Therefore, chemistry majors and physics 
majors are most desirable applicants for medical school. On. the other hand, we are not 
inclined to reject a student because he has majored in other than a science. 

A high quality student will be able to make a contribution to the medical profession 
regardless of his major. However, the medical college curriculum presupposes knowledge 
in the areas of chemistry, physics, and biology and in general starts where the un lergraduate 
required courses leave off: 

Occasionally, students will be found who are deeply interested in the sciences 


and highly 
motivated for medicine. 


In spite of this, these students occasionally may have difficulty 
with science courses. It would be reasonable to urge them to take more than the 1 
amount of science under these circumstances. 


isual 


In general, medical schools are attempting to reduce the number of re quired courses to 


a minimum in order to allow the student to delve more deeply into the areas of his interest 
[t was agreed that there is no ideal curriculum for premedical students. 
the undergraduate premedical advisers felt that they needed to know more 


college activities and welcomed this meeting. Consic 


In gene ral, 
about medical 
leration was given to the role of th 
premedical advisers in directing a student toward or away from medicine. The student 
should have the opportunity of talking to more than one adviser. Attempts to fit a student 
into a given speciality at this time in his career should be avoided. Many students change 
their minds about their future careers in medicine during their third 


and fourth year in 
medical school. 


Many advisers are very helpful in orienting the student so that rejection by the medical 
school is not necessarily a negative act. 
Attention was called to the great need for personnel in the so-called para-medical areas 


such as nursing, hospital administration, public health work, physical therapy, 
service, and so forth. Many students do not know about these areas and in 


sor ial 
leed might prefer 
them to the long, rigorous medical course, if they knew about them. It was agreed that 
advisers should consider the students in this light and not simply confine 
whether or not a student can be admitted to medic al school. 


their concern to 


The premedical advisers expressed appreciation of those schools which provided them 
with follow up reports of the performance e of their students. These reports are more mean 
ingful in the schools where there are premedical advisory committees, in that all 
see them. 


advisers 


he premedical advisers should attempt to learn about differences in the various medical 
schools in the country. 

It was indicated that many medical schools have very similar objectives except that a 
few admittedly are concerned only with the production of teachers and investigators. 


Schools vary in their ability to achieve their objectives, and although highly satisfa tory 


medical education can be obtained in all medical schools of this country, rather detailed 
familiarity with the individual programs is ne essary to judge the 


various schools in this 


regard. Furthe rmore, some schools are better suited to certain stuck nts than are others 


In general, there are no “best” s« hools for all purposes. 
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THE USE OF PSYCHIATRIC AND PSYCHOLOGICAL CONSULTATION BY 
THE ADMISSIONS COMMITTEE AND PROMOTION BOARD OF THE 
UNIVERSITY OF MICHIGAN MEDICAL SCHOOL 


THORNTON Woopwarp ZeIcLer, Pu.D.* 


At the recent meeting in Ann Arbor of the Midwest Conference of Deans and Admission 
Officers of the Association of American Medical Colleges, some interest was expressed 


in the program of psychological and psychiatric examinations which we at Michigan have 
had in effect for some 20 years. Accordingly, although we have published two previous notes 
on this’? it was felt that it might be worth-while to place a note in The Journal of Medical 
Education, since in this way it would be brought directly before Medical School personnel. 

When the author became affiliated with the University of Michigan Medical School in 
1939, Dr. Raymond W. Waggoner, Chairman of the Department of Psychiatry, had already 
started an informal medical student counseling service in connection with the Office of th 


Dean, at that time Dr. A. C. Furstenberg. This program was extended and enlarged within 
the next few years, and while it has varied in some details, both in referral policies and in 


the specific examinations given, it has remained in essence unchanged. The program is 
a twofold one. The greater part is advisory to the Promotion Board and is directed toward 
the salvage of students who are showing academic difficulty in the Medical School; whil 


a lesser part, in cooperation with the Admissions Committee, is designed to assist in evaluat 
ing those candidates for admission whose presented material does not fall clearly in either 
the “to be rejected” or “to be accepted”’ class. 

We are happy to see that as the years have passed we have been asked by the Dean's 
Office and Admissions Committee to see students who are not in academic difficulty but 
who have instead some personality problem. Even better, a few students are self-referred 
each year. It is well accepted by the faculty that grades are only a partial indication 
of the student’s success or failure. One question still concerns us, however, namely, whether 
we are merely helping medical students to graduate or whether, we hope, we are adding to 
the number of competent, well adjusted physicians. Feedback suggests that we are having 
some success in the Jatter. 

The program is set up in this way. The student, regardless of by whom or for what 
reason referred, is first seen by a member of the senior psychiatric staff and is interviewed 
and evaluated by him. If the results of this interview leave no doubt as to proper procedure, 
the psychiatrist reports by letter to the person by whom this student was referred and ad- 
vises the student as well. This letter is kept on the student’s medical school record. A 
detailed confidential record is kept in the Department of Psychiatry and is not accessible 


to the Medical School. In the case of the self-referred student, no letter goes to the medi 


cal St hool. 


* Assistant Professor of Psychiatry and Chief Psychologist in the Neuropsychiatric Institute, Department 
of Psychiatry, University of Michigan Medical School 
'T. W. Zeigler and R. W. Waggoner, Psychiatric Factors in Medical Students who Fail. Am. J. Psychiat., 
103 : 369-76, 1946 
?R. G. Lovell, Admissions Procedure for Students Applying to the University of Michigan Medical 
School, J. Mich. St. Med. Soc. pp. 1125-1133 (August, 1958) 
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If, on the other hand, the psychiatrist wishes more or different information than he has 
obtained by interview, he may refer the student for psychological testing. In this case 
a senior member of the clinical psychological staff of the Department of Psychiatry will 
undertake to administer a battery of psychological tests. These tests are not thought 


of as part of an aptitude battery but rather as part of a diagnostic psychological study. 


With a few additions they comprise the test battery we would give a psychiatric patient. 
In general they would be as follows: An individual test of general intelligence, usually one 
of the Wechsler series, is given in order to determine how intelligent the student is, but, 
what is even more important, so that it may be determined how efficiently he can operate 
in this stressful situation. The results of this test are analyzed in terms of ability to use 
abstract reasoning and judgment, general information, rote memory, etc. A major projective 
test, usually the Rorschach, is given and sometimes Thematic Apperception Test cards 
will be used. In addition, other tests such as sentence completion, Bender Gestalt, and 
figure drawing tests are included. Through this test battery we get some indication of 
emotional stability or instability, and unfortunately we sometimes find evidence of psy- 
chosis. Further studies inventory the student’s study habits and speed and accuracy in 
reading. Incidentally, in our subjects these latter two do not necessarily vary together as 
theory would suggest. 

When the psychologist has completed his work-up he writes two reports which he sends 
to the referring psychiatrist. One is a detailed and intimate account setting forth his 
findings on the tests and his conclusions about the student’s capacity, preparation, mental 
and emotional stability, dynamics, defenses, and diagnosis, if any. He would also include 
any historical data which may have been given in confidence. This report will be added 
to the confidential record mentioned earlier. The second report is one giving only general 
information about the student and about the conclusions reached by the psychologist. 
This will become part of the student’s Medical School file. 

On the basis of these psychological reports and his own observations in his original 
interview and any subsequent interviews he may have had with the student, the Psychiatrist 
makes a written report to the Medical School. In this report he makes whatever recom- 
mendations he feels to be in order. These may, of course, run the gamut from recommenda- 
tion to drop or not admit the student to advice that he be admitted or readmitted if he has 
been dropped. He will, of course, feel free to make to the student whatever suggestions he 
feels are appropriate. Referrals for psychiatric treatment often are made at this time. 
With this new material added to the student’s or applicant’s record the appropriate 
Medical school officer or committee may now consider the student’s record and make 
an official decision regarding it. This final decision is never made in Psychology or in 
Psychiatry. 

It should be borne in mind that this procedure is not suggested as a means of admitting 
students. The present admission policies at Michigan are, in fact, not too bad; this year 
we graduated 186 students of an original class of 200. The program is useful only in evaluat- 
ing the exceptional student who performs in a way different from that which we would ex- 
pect from the original material available at admission or in admitting students whose 
supporting material raises rather than answers questions. We have found that the use 
of these examinations has been helpful in both the admission and salvage activities of the 
Medical School. 
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British Orthopaedics. NORMAN CAPENER, 
M.D. The Lancet, Vol. 1, pp. 951-53 
(May 9), London, 1959. 


In his presidential address to the: British 
Orthopaedic Association, April 30, 1959, Dr. 
Cape ner (orthopedic surgeon to the Princess 
Elizabeth ¢ Irthopaedic Hospital, Exeter) re- 
views briethy the history of British ortho- 
pedics as a surgical art, recalling the mile- 
stones set by pioneers in the field (such as, 
for instance, Robert Jones and G. R. Girdle- 
stone who, after World War I, worked out a 
plan for the nation-wide organization of 
orthopedic services). This work was facili- 
tated by national legislation (notably . the 
Education Acts of the early 1920's) and 
also by private philanthropy Ce.; Lord 
Nuffield’s spe al fund for orthopedic de- 
velopment). Country orthopedic hospitals 
were built having peripheral outpatient 
clinics where the consultative work of visit- 
ing surgeons made possible the diagnosis of 
incipient or established disability, its effec- 
tive treatment, and the supervision of 
patients before or after treatment in the cen- 
tral hospital. Such clinics, Dr. Capener 
points out, have proved to exert an educa- 
tive influence of considerable social and 
medical consequence, as a link between the 
central hospital and the local medical prac- 
titioners and public health authorities. The 
basic ideas underlying this system included 
the segregation of patie nts in units designed 
for the purpose, under the care of specially 
trained teams, with unity of control and 
continuity of treatment from the earliest 
phase of disability until complete restora- 
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tion or rehabilitation. Special services were 
also taken to patients in the most remote 
parts of the country. The dominant medica! 
principle was physiological control or resi, 
associated with the correction of detormity, 
maintenance by splintage or surgery, and 
gradual loco-motor re-education. Every 
member of the hospital team had to be fully 
informed of the social implications of each 
patient’s condition, since education and 
occupation were considered fundamental! 
therapeutic aids. From these provincial 
orthopedic centers, “the second generation 
of orthopaedic surgeons” (among whom the 
author counts himself) learned a_ social 
approach and a different type of teamwork. 
The central orthopedic hospital, apart from 
having a highly skilled nursing service, had 
an organization geared for every activity ap- 
propriate to the education, creative occupa- 
tion, and “happiness” of the patient. 
Continuity of treatment has remained an 
essential concept in orthopedic practice, as 
shown by the various colleges now set up 
for the vocational training of disabled peo- 
ple, the industrial rehabilitation units, ete. 
Since the last war, British Governments 
have given first place to education and the 
building of new schools; but now that the 
time has come for considerable new hospital! 
building, it is pertinent to ask what are to 
be the special concerns of orthopedics in the 
hospitals of the future? Segregation, al- 
though of a new type, is still important, but, 
the author feels, there is no justification for 
isolation: new orthopedic departments 
should always be in close vicinity to general 
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hospitals (best located at the periphery of 
cities and towns). Specific problems of chil- 
dren’s and adult orthopedics are discussed 
in detail, and a series of suggestions for im- 
proved treatment are made. Also discussed, 
at the end of this paper, is the latest memo- 
randum of the British Orthopaedic Associa- 
tion on accident surgery and services, which 
follows very much the general lines of the 
previous, 1943, memorandum but which 
was amended according to present needs. 


Curricula of the Higher Medical School 
in the USSR (translated from the Rus- 
sian for the N.I.H. Russian Scientific 
Translation Program), State Publishing 
House for Medical Literature, pp. 2-3; 
58-62 (Moscow), 1957. 

In 1955, the Soviet Ministries of Higher 
Education and of Health approved new cur- 
ricula for medical, stomatological, and phar- 
maceutical institutes. The reformed teach- 
ing programs for higher medical schools, 
prepared in collaboration with scientific 
councils and special conferences of the 
teaching staff and medical student body, 
were designed (in compliance with a 1954 
decree of the Central Committee of the 
Communist Party) “for better training, as- 
signment, and utilization of specialists with 


higher and secondary specialized educa- 
tion.” 


The most essential changes concern 
the curriculum for the 6th year of the 
Faculty of Therapeutics and the study of 
social sciences; the introduction of Faculty 
practical training for students of medical 
institutes who have completed 5 years of 
studies; alterations of the examination and 
credit system in anatomy and Latin; and 
the shifting of the course in autopsy from 
the 4th year to the 5th or 6th year in the 
Faculty of Therapeutics. The new curricular 
plans, approved in 1955 and revised and 
amended during the academic years of 1955 

57, have been followed by the higher medical 
institutes since Sept., 1957. All curricula are 
published in their present form in exfenso in 
this booklet. According to an explanatory 
note, the principal aim of the reforms is the 
continuous advancement in the training of 
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specialists. The following basic principles 
are stated: (a) specialized training of gen- 
eral practitioners in therapeutics, pediatrics, 
and public health in medical institutes; of 
stomatologists in stomatological institutes 
(or Faculties); and of pharmacists in 
pharmacological institutes (or Faculties) ; (6) 
inclusion of all courses within the prescribed 
study hours (also military medical training) ; 
(c) improved practical training of students; 
(d) restriction of the number of examina- 
tions, to be taken during the annual exami- 
nation period or State examination session, 
to a maximum of 5; (d) use of the 5th and 
6th years to widen the students’ knowledge 
of basic clinical sciences, and to enable them 
to absorb the required minimum practical 
experience in the fields of internal medicine, 
surgery, and obstetrics (Faculty of Thera- 
peutics); pediatrics, including children’s in- 
fectious diseases (Faculty of Pediatrics); 
and dietetics, hygiene, and epidemiology 
(Faculty of Public Health). The detailed 
curricula indicate also the weekly study 
load for each course, carried by every stu 
dent, including lecture hours and hours as- 
signed for practical work per week. A good 
deal of time, in the Facultigs of Thera- 
peutics, Pediatrics, Public Health, and 
Stomatology, is devoted to social studies 
the third per 
week are assigned to the study of the his- 
tory of the Russian Communist Party and 
of political economy, amounting to 85 hours 
for the 17 weeks of the semester). For prac- 
tical polyclinic training in all clinical fields, 
beginning with the 4th year, not less than 
25 per cent of the total number of training 
hours is to be set aside for any given disci- 
pline. Students in the Faculty of Thera- 
peutics, in the 5th and 6th years, are to re 
18 hours of instruction in autopsy 
work conducted by the Chair of Patho 
logical Anatomy. Study hours in the basi 
clinical courses (internal medicine, surgery, 
and obstetrics) of the Thera 
peutics for the entire 6th year amount to 
1050 hrs. (200 hrs. are assigned to obstetrics; 
500 hrs. to internal medicine and infectious 


(e.g., in semester, 5 hours 


( 


Faculty of 


diseases, and 350 hrs. to surgery). The same 
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principle of hour distribution is applied to 
the Faculty of Pediatrics in the 12th 
semester (150 hrs. assigned to children’s in- 
fectious diseases and epidemiology; 225 hrs. 
to hospital pediatrics; and 75 hrs. to chil- 
dren’s surgery and orthopedics). In the 12th 
semester of the Faculty of Public Health, 
105 hrs. are given over to communal hy- 
giene; 105 hrs. to epidemiology, 90 hrs. to 
industrial hygiene, and 60 hrs. to child and 
adolescent hygiene. The curriculum for the 
6th year of the Faculty of Therapeutics and 
the 12th semester of Pediatrics and Public 
Health has been arranged in such a way as 
to permit students to continue to attend 
clinical and public health lecture courses 
and, at the same time, to encourage a 
maximum of independent work. The assign- 
ment of hours to theoretical and practical 
work in these Faculties, in the 6th year, is 
made at the discretion of each Faculty 
board, since clinical lectures must present a 
complete clinical review of patients through- 
out the course. In order to improve teaching 
methods in the basic clinical and public 
health courses in the last (6th) year of a 
medical institute, it is recommended that 
instruction in therapeutics, pediatrics, and 
public health be given continuously for 
each given subject (a cycle) with the stu- 
dents divided into production lines. Ap- 
proved extracurricular courses (except in 
physical education, foreign languages, and 
Latin) are to be given only as lectures with- 
out credits or examinations. However, stu- 
dents going into the 6th year may do extra- 
curricular practical work in industry during 
the month of July. The students’ “‘free 
time,” after a 36-hour weekly load, is large- 
ly absorbed by other specified activities, 
such as instruction in local air defense (1 
hour per week in the 2nd semester of all 
faculties) or military training (2-5 hrs. per 
week, varying with the different faculties 
and years of study). As to the credit and 
examination system prevailing in Soviet 
medical schools, the booklet informs us that 
the students’ acquired knowledge is to be 
checked as follows: A credit shall be given 
for the practical part of each subject. In- 
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structors must systematically supervise the 
practical work carried out by the students 
(review sketches, check results of experi- 
ments, case histories, autopsy reports, 
etc.). After completing his practical training 
and obtaining the required credits, the stu- 
dent is permitted to take annual credits and 
examinations. The board of Faculty direc- 
tors has the right to permit average students 
to take examinations before the scheduled 
time during the semester, but without 
shortening the total period of instruction. 
This applies also to the obtaining of credits, 
usually relegated by the curriculum to the 
regular examination period. 


A Philosophy of Nursing. Dorotuy E. 
Jounson. Nursing Outlook, pp. 198-200 
(April), 1959. 


What is nursing? This question, the au- 
thor feels, “has become an urgent cry as 
professional nurses seek to find and estab- 
lish their identity in a rapidly expanding 
group of health workers.” An associate pro- 
fessor of nursing at the Univ. of California in 
Los Angeles, Miss Johnson adopts Sister M. 
Olivia Gowan’s definition of nursing “‘as an 
art and a science which involves the whole 
patient—body, mind and spirit; promotes 
his spiritual, mental and physical health by 
teaching and by example . . . involves the 
care of the patient’s environment—social 
and spiritual as well as physical; and gives 
health service to the family and community 
as well as to the individual.’’ However, in 
the last decades the increasing complexity 
of medical and nursing care has given rise 
to specialization, to a fragmentation of the 
individual and of services. Care of the sick 
has shifted from the home to “that bureau- 
cratic institution, the hospital.” A division 
of labor has opened the door to great num- 
bers of subprofessional and auxiliary nurs- 
ing personnel, of varying levels of training, 
who have become “interspersed between 
patient and professional nurse.” ‘here are 
those who firmly believe that the profes- 
sional nurse of the future will have to as- 
sume largely supervising and managerial re- 
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sponsibilities, and that educational pro- 
grams should be designed to this end. A 
marked trend in this direction can already 
be noted, and there is evidence that new 
graduates from some nursing schools hold 
this kind of “self-image,” although it means 
a fundamental rupture in the history and 
tradition of nursing. In another camp, there 
are those who are equally convinced that 
nursing can and will find its place as a pro- 
fessional discipline only in relation to direct 
service to people in need of nursing care. 
This opinion is also emphasized by the 
majority of medical practitioners. How- 
ever the purpose of this paper, as the au- 
thor points out, is not to debate the merits 
of the beliefs of either camp, but to present 
briefly the essential issues involved and to 
discuss some ideas about nursing and its 
practice, as a direct service to people. This 
discussion, in which nursing is viewed as an 
entity, develops on the premise that there 
is a “common core” in nursing—in its sci- 
ence and its art—which can be used in many 
Settings, with varying age groups, and at 
various levels of employment. This com- 
mon core is now in danger of being lost from 
sight in our increasing trend to specializa- 
tion, and it is essential, the author believes, 
that “this core be further developed, tested 
and refined, if the discipline of nursing is to 
advance.” 


The Relation of Education to Research. 
M. P. Hatt. Nature, Vol. 183, pp. 1145 
47 (April 25), 1959. 


Mr. Geoffrey Lloyd, British Minister of 
Education, in opening a recent debate on 
education in the House of Commons (Jan. 22, 
1959), stressed the need for maintaining a 
balance between the different steps in the 
educational ladder. The debate which fol- 
lowed was disappointing, the author feels, 
because—apart from its failure to consider 
expenditure and the critical issue of science 
teaching—secondary education was not 
properly considered either in relation to the 
educational system of Britain as a whole or 
to the demand for talent. The debate was 
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also characterized by the lack of apprecia- 
tion of the interdependence of the various 
levels of education and of the way in which 
expenditure at one stage might reduce ex- 
penditure at others. In the author’s opinion, 
it is precisely such considerations which 
should determine Britain’s expenditure on 
university and technical education, as well 
as the form university expansion should 
take. It is also recalled that Dr. B. V. 
Bowder has urgently warned that Britain 
needs more and bigger schools and universi- 
ties in order to meet the nation’s needs as a 
great manufacturing and trading country, 
and that industry has a large part to play 
in developing and financing this expansion. 
In his view, British universities do not 
make sufficient use of the facilities for re- 
search which are available in industry or 
through the Department of Scientific and 
Industrial Research. There is also the 
danger, the author points out, that organ- 
izations such as the latter become isolated 
from academic life, as there is the danger of 
isolation of the universities themselves. 
There are, on the other hand, complex rela- 
tions and repercussions between research 
and teaching, and questions such as whether 
students in general should be encouraged to 
take up research unless they plan to make 
a career of it, or investigations as to the 
bearing of research on effective teaching, 
particularly in relation to facilities and 
technical assistance available to the teacher. 
All this, furthermore, must be related to the 
question of the size and distribution of uni- 
versities in Britain as well as their number. 
Various aspects of this complex situation are 
discussed in the light of parliamentary de- 
bate. The author concludes that, regarding 
the problems of educational expansion and 
scientific research, there is much common 
ground between the major political parties 
and ample room for experiment without 
disturbing the functioning of existing in- 
stitutions. An all-party approach to the 
problem would also help to make available 
the greater resources Britain needs in order 
to expand higher education, and secure their 
most effective distribution. 
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Phe Rise of Synthetic Drugs in the 
American Pharmaceutical Industry. 
Maurice L. Tatnrek and G. M. A 
Marcettt. Bulletin of the New York 
Academy of Medicine, Vol. 35, No. 6, 
pp. 387 405 (June), 1959, 
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predecessor of Merck & Co.), and following 
its slow progress during the first 5 decades 
of the past century (while raising and 
selling of crude botanical drugs was still the 
mainstay of the pharmaceutical industry 
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duration of illness and losses through sick- 
ness and death, and the American pharma- 
ceutical industry can take justifiable pride 
in its share of this contribution to the na- 
tional welfare. As to future developments, 
with the increase in the average life span 
(expected to reach the hundred mark by the 
end of the century), a whole new division of 
medicine, geriatrics, is being created to deal 
with the special problems of old age, and, 
although the field is too new to have made 
as yet major advances, it is attracting in- 
creased attention in the American phar- 
maceutical industry. 


The Scientific Approach to Surgery. SIR 
James Paterson Ross. British Medical 
Journal, pp. 26-29 (July 11), 1959. 


The author, professor of surgery at the 
University of London, traces briefly the 
growth of the influence of science upon sur- 
gery, from the XVIth century to the present 
time. During the Renaissance period, the 
only science surgery could rely on as a guide 
was anatomy, in its infancy. However, even 
in those days great teachers are to be found 
who are still revered as shining examples, 
such as Thomas Vicary (around 1540), who 
laid down ethical rules for the conduct of 
surgeons, or, somewhat later, Ambroise 
Paré, whose treatment of wounds was a 
revolutionary innovation in his times (be- 
lieving in the healing power of nature, he 
condemned the harmful effects of caustics 
and other forms of maltreatment). The 
dawn of the scientific era coincided with the 
later part of John Hunter’s life (1728-93), 
who is still honored for applying the ex- 
perimental method .o the problems of 
physiology and pathology. In the XVIIIth 
century, another pioneer of the controlled 
clinical experiment was James Lind (a 
naval surgeon in 1747), who tested the vari- 
ous remedies recommended for the cure of 
scurvy, discovering the effective use of 
citrus fruit. However, not until the mid- 
nineteenth century did the great advances 
in surgery become possible, through the in- 
troduction of modern anesthesia and anti- 
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septics. As all parts of the body became 
accessible to the surgeon and the patient was 
“made safe for surgery,”’ a powerful stimu- 
lus for physiological research was afforded. 
The importance of physiology was driven 
home to surgeons first by the ill effects of 
the sudden relief of chronic obstruction in 
the urinary and biliary tracts, and by the 
edema of the brain or of the lung which 
followed too rapid decompression of these 
organs. More recently attention has been 
directed to the importance of water and 
electrolytes in the body fluid and tissues. 
Furthermore, the study of the response of 
the body to trauma has shifted beyond the 
purely physiological explanations and has 
now reached the realm of the biochemist. 
The recognition of the importance of 
physiology in clinical medicine has led to 
the development of “‘clinical science.’’ The 
need to clarify the relationship between this 
new department of science and the clinician 
is stressed by the author. He warns that, 
while they should profit fully from the re- 
search of the pure scientist, surgeons must 
be careful “not to become dazzled”’ by the 
accuracy of laboratory methods and forget 
that the ultimate criterion for the surgeon 
must be the contribution he makes to the care 
of patients. He also draws attention to the 
difficulty of applying the scientific method 
to clinical practice which is encountered by 
the undergraduate as he passes from the 
physiological laboratory to the wards. Es- 
pecially emphasized is the conflict which 
exists between a practical art like surgery, in 
which success depends on judgment, intui- 
tion, and skill, and the exactitude of science 
which demands the elimination of numan 
faculty. Yer tis conflict, as the author 
points out, “naust not be made the excuse 
for failing to make clinical methods as ac- 
curate as possible.”” The clinical scientist 
must attempt to resolve the conflict by 
devising methods of investigation the results 
of which can be correlated with clinical 
observations (if he succeeds in this difficult 
task, Sir James warns it may become neces- 
sary to defend him against the attacks of 
the “‘pure scientist”’ who denies clinical sci- 


i? 

ty 
' 

| 


1214 Journal of Medical Education 


The Rise of Synthetic Drugs in the 
American Pharmaceutical Industry. 
Maurice L. TAtInter and G. M. A. 
MARCELLI. Bulletin of the New York 
Academy of Medicine, Vol. 35, No. 6, 
pp. 387-405 (June), 1959. 

The history of drugs is traced in this 
paper from its beginning up to our time. *.- 
though the earliest concept of the usc of 
drugs arose long before recorded history , the 
search for synthetic chemical ageuts for 
medical purposes began to assume its mod- 
ern form only about a century ago. Dis- 
cussed in detail are the most important mile- 
stones in the development of therapeutic 
drugs: from Galen’s extracts of botanicals 
(still called galenicals by today’s phar- 
macists) and the Occident’s adaptations of 
the Greco-Roman-Arabic pharmacopeia in 
the Middle Ages, to Paracelsus (born in 
1493), “‘the most remarkable medical rebel 
of the Renaissance”’ and the founder of mod- 
ern chemotherapeutics (through his efforts, 
opium, mercury, lead, sulfur, iron, arsenic, 
and copper sulfate were entered into the 
pharmacopeia); from the XVIIth and 
XVIIIth centuries’ schools of iatropirysics, 
ialrochemistry and tatromathematics to the 
XIXth century’s new approaches to thera- 
peutics. After 3 centuries of “blind em- 
pirism,” Liebig in Germany began to probe 
the potentialities of organic chemistry; 
Claude Bernard developed the concepts and 
methods essential to the systematic applica- 
tion of experimental reasoning to biological 
research; and, through these techniques, 
Pasteur, Koch, and Ehrlich set into motion 
unparalleled progress in medicine and 
therapeutics by the use of both the methods 
and fruits of chemical synthesis. The decade 
of the 1880’s nust be considered the real 
beginning of our present age of therapeutics, 
which has seen the discovery and tremen- 
dous rise of the sulfa and antibiotic drugs. 
On the industrial side, progress in drug 
manufacturing is reviewed, starting with the 
infant American chemical pharmaceutical 
industry at the time of the War of 1812 (it 
was launched by the firm of Farr & Kunzi, 
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predecessor of Merck & Co.), and following 
its slow progress during the first 5 decades 
of the past century (while raising and 
selling of crude botanical drugs was still the 
mainstay of the pharmaceutical industry), 
to the rise brought about in the latter half 
of that century by the scientific discoveries, 
far-reaching technical improvements, and 
the development of nation-wide rather than 
local distribution. At the turn of the cen- 
tury, Pasteur’s concept of germ as the cause 
of infection had made antibacterial chemo- 
therapy a definite possibility, and soon syn- 
thetic drugs began to appear (antipyrine, 
sulphonal, phenatecin, acetanilid, and many 
others followed in quick succession). The 
U.S. pharmaceutical industry, however, 
was not concerned yet with the new syn- 
thetics, and until the outbreak of World 
War I their supply was left to foreign, most- 
ly German firms. In the last quarter century 
after the discovery of sulfa drugs and 
antibiotics, improved synthetic drugs for 
the cure of infection, palliation of symp- 
toms, and surer x-ray or laboratory diagnosis 
have come pouring out from the American 
pharmaceutical industry. With the advent 
of World War II and the tremendous thera- 
peutic advances sparked by American in- 
dustrial research, the flow of new drugs from 
Europe to the U.S. has been largely re- 
versed. Furthermore, a tremendous incre- 
ment in the volume of use of pharma- 
ceuticals has taken place in this country (in 
1939, the total drug sales amounted to 
301 million dollars; in 1957, it had jumped 
to 2102 millions), together with an enormous 
expansion of the pharmaceutical industry. 
All through the 1930’s a multitude of auto- 
matically controlled synthetic operations 
were introduced, accompanied by a steadily 
increasing quality of production, and a con- 
tinuously decreasing cost of drugs (while 
hospital and other ancillary expenses for 
treatment have skyrocketed, the national 
average total expenditure for drugs in 1957 
was only about $12.00 per person). How- 
ever, the greatest saving in costs of medical 
care, it is pointed out, has not been in the 
price of the medicine, but in the reduction of 
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duration of illness and losses through sick- 
ness and death, and the American pharma- 
ceutical industry can take justifiable pride 
in its share of this contribution to the na- 
tional welfare. As to future developments, 
with the increase in the average life span 
(expected to reach the hundred mark by the 
end of the century), a whole new division of 
medicine, geriatrics, is being created to deal 
with the special problems of old age, and, 
although the field is too new to have made 
as yet major advances, it is attracting in- 
creased attention in the American phar- 
maceutical industry. 


The Scientific Approach to Surgery. SIR 
James Paterson Ross. British Medical 
Journal, pp. 26-29 (July 11), 1959. 


The aiithor, professor of surgery at the 
University of London, traces briefly the 
growth of the influence of science upon sur- 
gery, from the XVIth century to the present 
time. During the Renaissance period, the 
only science surgery could rely on as a guide 
was anatomy, in its infancy. However, even 
in those days great teachers are to be found 


who are still revered as shining examples, 
such as Thomas Vicary (around 1540), who 
laid down ethical rules for the conduct of 


surgeons, or, somewhat later, Ambroise 
Paré, whose treatment of wounds was a 
revolutionary innovation in his times (be- 
lieving in the healing power of nature, he 
condemned the harmful effects of caustics 
and other forms of maltreatment). The 
dawn of the scientific era coincided with the 
later part of John Hunter’s life (1728-93), 
who is still honored for applying the ex- 
perimental method to the problems of 
physiology and pathology. In the XVIIIth 
century, another pioneer of the controlled 
clinical experiment was James Lind (a 
naval surgeon in 1747), who tested the vari- 
ous remedies recommended for the cure of 
scurvy, discovering the effective use of 
citrus fruit. However, not until the mid- 
nineteenth century did the great advances 
in surgery become possible, through the in- 
troduction of modern anesthesia and anti- 
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septics. As all parts of the body became 
accessible to the surgeon and the patient was 
“made saie for surgery,”’ a powerful stimu- 
lus for physiological research was afforded. 
The importance of physiology was driven 
home to surgeons first by the ill effects of 
the sudden relief of chronic obstruction in 
the urinary and biliary tracts, and by the 
edema of the brain or of the lung which 
followed too rapid decompression of these 
organs. More recently attention has been 
directed to the importance of water and 
electrolytes in the body fluid and tissues. 
Furthermore, the study of the response of 
the body to trauma has shifted beyond the 
purely physiolo, ‘cal explanations and has 
now reached the realm of the biochemist. 
The recognition of the importance of 
physiology in clinical medicine has led to 
the development of “clinical science.’ The 
need to clarify the relationship between this 
new department of science and the clinician 
is stressed by the author. He warns that, 
while they should profit fully from the re- 
search of the pure scientist, surgeons must 
be careful “not to become dazzled”’ by the 
accuracy of laboratory methods and forget 
that the ultimate criterion for the surgeon 
must be the contribution he makes to the care 
of patients. He also draws attention to the 
difficulty of applying the scientific method 
to clinical practice which is encountered by 
the undergraduate as he passes from the 
physiological laboratory to the wards. Es- 
pecially emphasized is the conflict which 
exists between a practical art like surgery, in 
which success depends on judgment, intui- 
tion, and skill, and the exactitude of science 
which demands the elimination of human 
faculty. Yet this conflict, as the author 
points out, “must not be made the excuse 
for failing to make clinica! methods as ac- 
curate as possible.” The clinical scientist 
must attempt to resolve the conflict by 
devising methods of investigation the results 
of which can be correlated with clinical 
observations (if he succeeds in this difficult 
task, Sir James warns it may become neces- 
sary to defend him against the attacks of 
the “pure scientist” who denies clinical sci- 
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ence a rank among the “true sciences’’). As 
to methods of precision, it is essential that 
the clinician avail himself of all the precise 
information he can obtain with the aid of 
radiography, electrocardiography, etc., and 
through his colleagues in the departments of 
pathology and bacteriology, but while these 
methods of precision are “good servants,” 
they are “bad masters” and can weaken or 
even abolish an element essential to the 
making of a good clinician: his power of 
decision. As clinical science develops it be- 
comes more urgent—and more difficult—to 
reconcile the interests of the scientist with 
those of the clinician. One method of 
harmonizing these interests is the establish- 
ment of professional clinic units. Their most 
important function is to study recent ad- 
vances in the preclinical sciences, to consider 
whether these should be incorporated in 
clinical teaching and practice and how this 
can best be brought about. As to the train- 
ing of the young surgeon, the author feels it 
would be a great mistake “‘to try to make 
him into a pseudo-scientist.’’ What he con- 
siders essential is to give him the opportu- 
nity of acquiring a scientific mode of thought, 
an attitude of mind which should enable him 
to make accurate and “‘controlled’’ obser- 
vations; to collect his results and arrange 
them for analysis recognizing the margins of 
error, and to make logical deductions from 
these results, perhaps leading to practical 
application. To possess this scientific out- 
look he needs a certain basic knowledge of 
the preclinical sciences, and, since the little 
he has acquired as an undergraduate usually 
does not survive even the first clinical year, 
he must, as a postgraduate, experience for 
two years the discipline of a laboratory (or, 
if he cannot afford the time, he should 
undergo a 6-month really thorough revision 
course ). 


Use of Films in Teaching Anatomy in 
the United States and Canada. J. E. 
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MARKEE. Medical and Biological Illus- 

tration, Vol. 9, pp. 105-7 (April), 1959. 

Questionnaires, sent out in 1951 and in 
1958 to 100 departments of Anatomy, show 
that the use of films in the teaching of 
anatomy in the U.S. and Canada has in- 
creased about 400 per cent during the last 
7 years. In the 90 departments reporting, 
there have been 2,150 showings of films in 
the last year (1,154 in gross anatomy; 453 
in histology ; 323 in embryology, and 220 in 
neuroanatomy); 379 different films were 
used. Several tables, inserted in this report, 
present detailed figures on the number of 
times individual films were shown; the use 
of films in the teaching of histology and 
neuroanatomy in the 90 schools listed, and a 
comparison of the number of feet owned 
with the number of hours assigned to the 
teaching of histology and neuroanatomy 
and the teaching of gross anatomy and 
embryology. There is, the author asserts, a 
positive correlation between the number of 
films shown and the average number of feet 
owned, if one considers the schools in groups. 
Comments were added to more than half of 
the questionnaires returned, the one most 
frequently made expressing a need for more 
information to help the schools obtain 
films. Only six of the comments disap- 
proved of the use of motion picture in the 
teaching of some aspects of anatomy; five 
schools planned to use films more extensive- 
ly; six stated that the effectiveness of most 
films was increased by adequate introduc- 
tions, summaries or discussions following the 
showing, or a second showing after a few 
days. Two schools were investigating the 
accelerated learning expected from the 
combined use of films and other audio- 
visual aids. The same questionnaire also re- 
vealed that the increased use of films is not 
confined to those produced since 1951, but 
that the increase has resulted both from the 
availability of new films and the greater use 
of older ones. 
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A Way of Life and Selected Writings of Sir 
William Osler. Paper-back edition by Dover 
Publications, Inc., New York, under special 
arrangement with Oxford University Press. 


Dover publications has now made available 
in a paper-back edition at $1.50 the complete 
unabridged book on Sir William Osler’s writ- 
ings, published first as a centenary tribute in 
1950. It is the hope of the publishers that this 
work can thus be made available to medical 
students at a price all can afford to pay. 


Synopsis of Ear, Nose and Throat Diseases. 
By Ropert E. Ryan, WILLIAM C. THORNELL 
and Hans von Lepen. St. Louis: C. V. 
Mosby Co., 1959. 369 pp. $6.75. 


This book was written to serve as a handy 
guide to the family physician, the intern, and 
the medical student, and as a ready reference 
for nurses and speech pathologists. It is a digest 
of the common ailments in this specialty. To 
facilitate the practical use of this volume, the 
material has been divided into four parts deal 
ing with the ears, the nose and paranasal 
sinuses, the pharynx, and the larynx. Each part 
begins with a brief but concise review of the 
medical anatomy and physiology. The simple 
tests and techniques required for routine exami- 
nation of the cavities are presented. The com- 
mon diseases affecting the ears, nose, and 
throat are discussed in relation to their etiology, 
pathology, symptomatology, prognosis, and 
therapy. In addition, the symptoms and treat- 
ment of the more common conditions are re 
peated in outline form at the end of each chap- 
ter. Surgical procedures are described only inso- 
far as they are of interest to the family physician, 
intern, or student on a general hospital service. 


Synopsis of Ophthalmology. By WILLIAM H. 
HAVENER. St. Louis: C. V. Mosby Co., 1959. 
282 pp. $6.75. 


This book is designed to present the practical 
viewpoint of the practicing ophthalmologist to 
help physicians in the diagnosis and manage 
ment of eye diseases. Seemingly trivial details 
may make the difference between a well treated, 
seeing eye and visual tragedy. It is the hope of 
the author that such details as are concisely 
presented in this book will help to prevent un 
necessary blindness and disability. 


Early Diagnosis. Edited by HENry MILLER, 
with 25 contributors. Baltimore: Williams & 
Wilkins Co., 1959. 375 pp. $6.50. 


The early recognition of important disease is 
the special responsibility of the general prac 
titioner, for whom this book has been written. 
It is he who must appreciate the signs which 
will lead him to commission on behalf of his 
patients the elaborate, expensive, and some 
times even potentially dangerous machinery of 
modern medical investigation. Early diagnosis 
is both a source of intellectual satisfaction and 
the basis of reliable prognosis. For these 
reasons no apology is offered for the presenta 
tion of these practical essays dealing with an 
aspect of clinical medicine often covered only 
by implication in the standard texts 


Clark’s Applied Pharmacology. By ANDREW 
Witson and H. O. Scuitp. 9th ed. Boston: 
Little, Brown & Co., 1959. 720 pp. $10.00 


In this the 9th edition the authors have tried 
to preserve the characteristic features of a book 
in which its original author, A. J. Clark, pre 
sented the subject of pharmacology in relation 
to the cognate disciplines of physiology and of 
medicine. The aim has been to provide the stu 
dent, undergraduate, and postgraduate with a 
background of factual knowledge and to stimu 
late a critical approach to the increasingly com 
plex problems of drug therapy. Most of the 
chapters have been rewritten, and new chapters 
have been added on the pharmacology of tuber 
culosis and on psycho-pharmacology. Sixty-five 
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new figures have been added. Material on hu- 
man physiology and pathology is integrated 
throughout, and whenever possible the textual 
discussions are illustrated by actual observa- 
tions made upon patients in disease. 


Clinieal Coordination of Anatomy and 
Physiology. By Martua and 
DRED SCHELLIG. New York: Springer Pub- 
lishing Co., Inc., 1959. 316 pp. $5.50. 


This paper-back volume is written primarily 
for nursing students. An attempt has been 
made to correlate anatomy with surgery and 
physiology with medicine. The clinical back- 
ground is provided by 57 case histories selected 
to give a cross-section of frequently encountered 
cases and a broad learning experience. The 
material is presented in workbook form, with 
questions concerning the case histories as well 
as classroom and laboratory work. Emphasis is 
on the human body. Pathology and the socio 
logical and psychological aspects of the cases 
have not been included. Dissection of the cat is 
described, but the rabbit may be substituted. 
If time does not permit student participation in 
the laboratury, prosections and demonstrations 
may be used. The book does not follow the sys- 
tem of any particular textbook. References are 
freely listed, and consultation of other texts is 
encouraged. Since the book “correlates” it 
should retain its value throughout the curricu- 
lum. 


Color Atlas and Management of Vascular 
Disease. By T. FoLey and IRvING 
S. Wricut. New York: Appleton-Century- 
Crofts, Inc., 1959. 167 pp. $18.00. 


There has been a great deal of literature on 
the subject of vascular diseases, but no book of 
color description. This book should be most 
helpful to the practicing physician who has to 
deal with problems of diagnosis. The color 
changes which must be understood for accurate 
diagnosis cannot be portrayed by black and 
white illustrations. From the vast files of the 
authors, carefully selected cases are discussed, 
and the diagnosis and pathogenesis of the 
diseases are explained with their treatment. The 
principles of therapy are on the whole conserva- 
tive, but some cases are described in which 
radical measures were effective. The details of 
surgical technique are not included, because 
they are beyond the scope of this atlas. Never- 
theless, surgeons will be greatly interested in the 
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conditions illustrated. “‘Nomenclature and Cri- 
teria for Diagnosis of the Diseases of the Heart 
and Blood Vessels” published by the New 
York Heart Association in 1953 has been used as 
the basis for terminology. 


Surgical Service Guide. By Louts T. PALUM 
BO. The Year Book Publishers, Inc., 1959. 
200 pp. $6.00. 


This book should be a useful guide to staff 
surgeons, surgical residents, and surgical nursing 
staff as well as other members of the medical 
profession and ancillary professional personnel. 
It has been used for the past 13 years in the 
author’s own service and as a valuable tool in 
his postgraduate residency training program. It 
is designed as an aid in the management of 
many of the common surgical problems and 
conditions seen in patients admitted to any 
hospital or service. Many colleagues have con- 
tributed significantly to the material presented. 


Diagnosis of Congenital Heart Disease. By 
SVEN R. KJELLBERG, EDGAR MANNHEIMER, 
RupHe, and Benct Jonsson. 2d ed. 
Chicago: The Year Book Publishers, Inc., 
1959. 866 pp. $28.00. 


The presentation of the difficult and multi- 
faceted problems in the diagnosis of congenital 
heart disease has already been accomplished in 
a most lucid manner in the first edition of this 
reference work. In the second edition, much 
that is new has been added. The case material 
which provides the basis for this book has been 
nearly doubled during the past 4 years, and the 
introduction of new methods for examination 
and diagnosis, together with improvements of 
older methods, makes this book as up-to-date as 
possible. There are several new chapters, and 
new types of congenital heart disease have been 
recognized and described. The book contains 
an extensive bibliography but one which the 
authors take care to point out is not designed 
to be complete. This is because the book is in- 
tended to be primarily an account of personal 
observations made by the authors at the De 
partment of Clinical Physiology, Karolinska 
Sjukhuset, and not a summary of the existing 
literature. This refreshing point of view greatly 
enhances the value of a valuable book. 


Anesthesia for Infants and Children. By 
Rosert M. Situ. St. Louis: C. V. Mosby 
Co., 1959. 409 pp. $12.00. 


: 
i 
LG a 
if 
i 
i 
a 

she 

; 
j 

A 

| 


Von. 34, No. 12 


During the past few years the scope of 
pediatric anesthesia has been greatly extended, 
and numerous contributions have been made in 
both technical and theoretical aspects. This 
material has been widely scattered, and it is the 
author’s intention to organize and evaluate this 
information in this volume as well as to add 
first-hand experience and observation. It is as- 
sumed that those who use this book will be 
familiar with the essentials of general an- 
esthesia; consequently, detailed information 
concerning anesthetic agents and techniques 
commonly used for adults is not included. 
Greater emphasis is placed on information 
which anesthetists usually lack when called 
upon to care for infants and children. In many 
instances this concerns pathology, pediatrics, or 
surgery rather than anesthesia. It is the pur- 
pose of this book to place such information 
within easy reach of the anesthetist whose ex- 
perience with young patients has been limited. 


The Care of Minor Hand Injuries. By 
Aprian E. Frart. St. Louis: C. V. Mosby 
Co., 1959. 260 pp. $9.50. 


In the title of this book the word “minor” 
will be understood to imply a relative small 
amount of tissue damage, out-patient treat- 
ment, and freedom from post-operative compli- 
cations. The book is the outgrowth of a scientific 
exhibit of the same title, and the material is 
designed to include the types of cases which 
discussions at the exhibit showed to be trouble 
some to general practitioners. The presentation 
is purposely dogmatic, as the author feels that 
it is not presented as the only, or even necessari- 
ly the best, specific treatment, but at least it can 
be said that his experience has shown that the 
method is safe and practical. The book is writ 
ten for one whose background and experience 
are not such as to allow him to choose between 
alternatives presented with equal emphasis. The 
book is designed in first 
stresses the important general principles, a 
knowledge of which is fundamental in good 
care of the injured hand, and the second con 
tains a detailed discussion of the treatment of 
the various types of injuries. 


two sections: the 


Handbook of, Physiology. Section 1: Neuro 
physiology I. Editor-in-Chief: Joun Frevp. 
Section Editor: H. W. Macoun. Executive 


New Books 1219 
Editor: Victor E. Washington, D.C.: 
American Physiological Society, 1959. 760 
pp. $22.00. 


The American Physiological Society has 
undertaken the publication of a multi-volume 
“Handbook of Physiology,” somewhat in the 
tradition of the great German ‘‘Handbuch,”’ 
now long out of date. The Handbook will pro- 
vide a comprehensive survey of the experimen- 
tal findings and the concepts which constitute 
the substance of present-day physiology. While 
it will afford a contemporary view of the science, 
the intent is to present the various facets of the 
subject in due proportion to their importance 
regardless of the time when the discoveries and 
formulations were made, and without dispro- 
portionate emphasis on the research of the last 
few years. It is thus not devoted unduly to 
“recent advances.” The first three volumes of 
the Handbook, of which this is the first, con 
stitute the “Section on Neurophysiology.”’ The 
Handbook is addressed to students, young and 
old, with considerable background in physiol 
ogy, who need to raise their level of understand- 
ing and sophistication to that adequate for pre- 
doctoral study, for teaching and for preliminary 
orientation in preparation for research. From 
their perusal, the student should be prepared for 
informed and critical study of the current 
physiological literature. 


4 Handbook for Dissectors. By J. C. 
BorLeau GRANT. 5th ed. Baltimore: Wil 
liams & Wilkins Co., 1959. 419 pp. $5.00. 


Although the essential contents of this edi 
tion remain the same, the text has been modi 
fied throughout, particularly with regard to the 
instructions as to procedure which are given in 


more detail in the hope that the dissector may 
be enabled to proceed successfully along at 
such times as the help of an instructor is not 
available 


\ hundred or more figures have been 
added, scattered throughout the text. The new 
international nomenclature (N. A. P.), is em 

ployed in place of the Birmingham Revision of 
the B. N. A., previously in use. To bridge the 
gap, where old and new terms differ consider 
ably from one another, the old synonyms are 
given in brackets after the new at their first 
appearance. The Handbook remains a guide 
to the orderly, consecutive dissection of the 
human body, and it is in no sense a textbook. 
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Atlas of Human Anatomy. By FRANz 
Frouse, MAx BropeEL, and LEon SCHLOss- 
BERG. 5th ed. New York: Barnes & Noble, 
Inc., 1959. 167 pp. $2.95 (paper), $4.50 
(cloth). 


This new edition of the “Atlas of Human 
Anatomy” provides in pocket size: (1) a com- 
plete and perfectly reproduced set of the Frohse- 
Brodel wall charts; (2) Leon Schlossberg’s 
equally expert supplementary charts; (3) an 
explanatory text written by Dr. Samuel Smith 
and edited by Dr. Ashley Montagu; (4) ten 
special color charts of the endocrine system; (5) 
22 scale drawings showing enlarged microscopic 
sections—their cells and blood vessels; (6) a 
description of the endocrine glands by Charles 
F. Geschickter; and (7) numerous line drawings 
taken from E. B. Steen and M. F. Ashley 
Montagu’s “Anatomy and Physiology.” For 
convenient reference the nomenclatures appear 
on the same pages as the charts. The terms used 
throughout the text and chart sections in- 
corporate many of the changes approved by the 
most recent International Congress of Anato- 
mists. This atlas, in its present new edition, 
should meet the needs of both the medical 
practitioner and the layman for a brief text and 
a convenience reference work in this important 
science. 


A Synopsis of Skin Diseases. By BETHEL 
SoLtomons. Baltimore: Williams & Wilkins 
Co., 1959. 272 pages. $6.75. 


This book, as a companion volume to the 
others in the Synopsis Series, aims at providing 
the important aspects of skin diseases at the 
present time. The book is intended for the busy 
practitioner, for those who have to revise the 
subject rapidly, and also for the student about 
to take his final examination. It is not meant to 
replace the larger scope of a textbook. This is a 
handy pocket-size edition available for ready 
consultation. 
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Synopsis of Anesthesia. By J. ALFRED LEE. 
4th ed. Baltimore: Williams & Wilkins Co., 
1959. 578 pp. $6.50. 


A very complete revision has been carried out 
on this edition, and the alterations and addi- 
tions are too extensive, involving almost every 
page, to outline them in detail. Two new chap- 
ters have been added: one on the phenothiazine 
derivatives, and the other on induced hypo- 
thermia. There is a new section dealing with 
halothane (fluothane). This edition differs from 
the previous one in having many new figures. 
The book is not designed to take the place of 
the larger textbooks of anesthesia and analgesia. 
It is a summary of current teaching and prac- 
tice, and it is the hope of the author that it will 
serve the student, the resident, the anesthetist, 
the practitioner, and the candidate studying for 
certification in anesthesiology. 


Aids to Arithmetic in Nursing. By WILLIAM 
C. Fream. 2d ed. Baltimore: Williams & 
Wilkins Co., 1959. 200 pp. $2.25. 


The Nurses’ Aids Series is designed to pro- 
vide a series of textbooks in the various fields of 
knowledge required by the modern nurse. New 
volumes are added to the series from time to 
time. Each volume is a complete textbook on 
its subject and is not designed as an aid to the 
study of larger books. The whole series aims at 
providing concisely, clearly, and simply just 
that quantity of information which the nurse 
needs to possess, gathered together in well illus- 
trated, easily read, and easily carried volumes 
at a price within the means of any nurse. The 
second edition of this volume contains much 
new material, including a small section on 
Roman Numerals, a chapter on Weights and 
Measures, and a brief explanation of solutions. 
These editions are not so weighty that they de- 
feat the original intention of the book, namely, 
to provide a simple-to-use guide to arithmetic 
in nursing. 
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REPORT OF THE 70th 
ANNUAL MEETING 


Approximately 900 medical educators 
and guests from the United States, Canada 
and several foreign countries heard 35 of the 
Nation’s leaders in medicine, education, in- 
dustry, philanthropy and government dis- 
cuss Varying aspects of the theme, “Medical 
Education in a Changing World” at the 
70th Annual Meeting of the Association of 
American Medical Colleges. Held at the 
Edgewater Beach Hotel in Chicago, Nov. 
2-4, Dr. John McK. Mitchell, AAMC 1959 


President presided over the sessions. 


Mitchell Warns of Doctor Shortage 


“The need to produce 3,600 additional 
physicians a year by 1975 in order to keep 
pace with a grow- 

ing population is 

a problem of such 

magnitude that it 

demands the im- 

mediate atten- 

tion of all medical 

and all 
other groups con- 
cerned with med- 
ical education,” 
the President of 
the Association of 
American Medi- 
cal Colleges as- 
serted at the 
opening session of the 70th Annual Meeting 
Dr. John McK. Mitchell, Dean of the 
University of Pennsylvania School of Medi- 
cine, referred to the findings and recommen- 
dations made by the Consultant Group on 
Medical Education of the United States 
Public Health Service, of which he is a mem- 


SC he ols 


John McK. Mitchell, M.D. 


ber. Their report, “Physicians for a Growing 
America” has just been released. 

In his talk, “The Medical Schools are the 
Keystone of Medical Progress,” Dr. Mitch- 
ell warned that we are already falling short 
of maintaining the ratio of physicians to 
population that has existed in the United 
States since 1940, a level considered by the 
report to be a minimum satisfactory goal. 
Mitchell pointed out that the two stumbling 
blocks to obtaining an ample supply of well 
qualified students lay in the length and cost 
of medical education. Noting that ample 
scholarships are available nationwide to 
Ph.D. candidates in fields related to medi- 
cine—such as physics, chemistry, and biolo- 
gy—he revealed that there are no federal, 
local or private programs of scholarship aid 
for medical students comparable to those for 
other graduate students. He believes, there- 
fore, that it is up to the medical schools to 
raise funds for scholarship and loan funds 
from both 
sources. 

Dr. Mitchell said the report offered three 
solutions for meeting the medical manpower 


private and governmental 


requirements: increased enrollment in exist- 
ing schools, inauguration of new programs of 
basic medical science, and the establishment 
of new 4-year medical schools. He empha- 
sized that a major contribution must come 
from new 4-year schools. However, he con- 
tinued, if $325 million were available for 
new construction and renovation of teaching 
facilities, existing schools could increase 
their annual admissions by about 1,060 stu- 
dents. He urged that steps be taken to pro- 
vide the necessary funds. 
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In another report to the medical educa- 
tors, Dr. Leroy E. Burney, Surgeon General 
of the U.S. Public 
Health Service, 
said ‘The prob- 
lems of medical 
education will not 
be solved unless 
they are 
nized and 
with as matters 
of public policy 
by responsible 
leaders at all lev- 
els of government 
and in all sectors 
of national life.” 
Dr. Burney told 
his audience that the Public Health Serv- 
ice and the Department of Health, Edu- 
cation, and Welfare have taken their share 
of this responsibility and will continue to use 
all resources at their command to further 
reasonable solutions. He pointed out that 
the medical schools also can contribute to 
this effort by “helping convince the Ameri- 
can public that the need exists for a multi- 
million dollar expansion of existing schools 
and the establishment of 20 to 24 new two- 
year and four-year schools.”” The Surgeon 
General also based his statements on the 
new report of the Consultant Group on 
Medical Education. 

He explained that in view of mount- 
ing concern about the Nation’s supply of 
physicians, he established the Consultant 
Group in November, 1958. The chairman 
was Mr. Frank Bane who, until his recent re- 
tirement, was the Executive Director of the 
Council of State Governments. The 22 
other members of the group included the 
directors of the Southern Regional Educa- 
tion Board and the Western Interstate 
Commission for Higher Education, and rep- 


recog- 
dealt 


Surgeon General Burney 


resentatives of medicine, dentistry, nursing, 
education, private foundations, and the 
public. 

The principal recommendation of. the 
consultants, the Surgeon General said, was 
directed toward bringing about an increase 
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in the number of physicians graduated an- 
nually from schools of medicine and osteop- 
athy from the present 7,400 to some 11,000 
by 1975. 

The group also stressed the need for de- 
velopment of medical educational opportu- 
nities in areas which now lack adequate 
facilities and urged the States to undertake 
appropriate action to meet these needs. Dr. 
Burney said the report also urges Federal 
action in the areas of construction, research, 
and educational grants-in-aid. 
Manufacturer Cites 
Challenges of the Future 


Pharmaceutical 


Spectacular progress in medicine and in 

science in recent years has brought the chal- 

lenge to medical 

educators of pre- 

paring graduates 

to use a vast and 

rapidly expand- 

ing fund of ad- 

knowl- 

edge, Eugene N. 

Beesley, presi- 

dent of Eli Lilly 

and Company, 

said at the open- 

ing of the second 
day’s session. 

The next dec- 
ade will see no 
lessening of the challenge, Mr. Beesley told 
his audience. New drug therapy resulting 
from greatly increased research spending by 
the pharmaceutical industry and Govern- 
ment will continue to have an enormous im- 
pact upon the curriculum of medical col- 
leges, he asserted. 

Citing broad responsibilities that face 
individuals and organizations in the health 
field, he held that the task of making medi- 
cal services in this country, which are al- 
ready the best in the world, increasingly bet- 


Van ed 


Eugene N. Beesley 


ter will require effective communications 
and cooperative efforts by all groups con- 
nected with medical care. The responsibility 
for constructive action and improvement is 
being shouldered by many dedicated people 
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and organizations, he said, and this must 
continue. 

It is also the responsibility of those in the 
medical service field, Mr. Beesley empha- 
sized, to help the public gain an understand- 
ing of the operations of medical schools, hos- 
pitals, pharmaceutical plants, pharmacies 
and other institutions that are essential to 
good medical services. 
for 


Facilities Postgraduate 


Also Found Wanting 


Training 


Reporting as part of a panel on the 1959 
Teaching Institute, Dr. I. S. Ravdin noted 
that the shortage of facilities and opportu- 
nities for adequate postgraduate training of 
physicians is every bit as critical as the prob- 
lems the medical schools are experiencing for 
increasing the production of M.D.’s. Dr. 
Ravdin is Vice-President for Medical Af- 
fairs at the University of Pennsylvania. 

He declared, “One of the major problems 
facing the recently graduated physician is 
the extremely low pay of interns and resi- 
dents by the hospita!s in which they work.” 
Following completion of the internship, “‘as 
high as 90 per cent wish to receive residency 
training in one aspect of medicine or sur- 
gery, or their specialties. This may take 
from two to five years, during which time 
they are also paid a totally inadequate 
salary,”’ Dr. Ravdin said. He added that a 
great many of these physicians are married 
and have children at the time they are re- 
ceiving special training. “If we are to have 
the best of our young men seek a career in 
medicine, we shall have to do something 
about the very important matter of ade- 
quate pay during the training period,” he 
asserted. 

Dr. Ravdin questioned the need for the 
mandatory internship of new physicians as a 
necessary part of the training program. 
“The internship was invaluable at a time 
when the clinical clerkship, and residency 
training either did not exist or were in their 
infancy,” he said. He noted, “Today in far 
too many institutions, the internship is a 
type of ‘slave labor’ wherein the intern 
merely extends slightly, if at all, the essen- 
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tial training which he obtained as a clinical 
clerk either in the third or fourth year, or 
both, of his medical education. The very 
wide extension of the residency training pro- 
gram in a variety of subjects has made the 
internship less and less valuable as an edu- 
cational experience.” Dr. Ravdin believes 
the residency should be a rich educational 
experience, and should provide opportuni- 
ties for an increase in responsibilities with 
each year of training. The resident will be 
further enriched, he contended, if he par- 
ticipates for a portion of his training in the 
care of private and semi-private patients. 

In the realm of evaluating senior medica! 
students, Dr. Ravdin supported the job be- 
ing done by the National Board of Medical 
Examiners in helping medical schools assess 
their own progress and in determining spe- 
cific areas of deficiency. He discounted the 
effectiveness of medical examining 
boards, stating that “‘we could well do with- 
out them if a broader viewpoint became 
acceptable.” 

Residents, he continued, should not be 
led through their training with the goal of 
passing a specialty board examination. ““The 
properly selected and adequately supervised 
resident, who is provided with increasing op- 
portunity and responsibility with each peri- 
od of training will pass his board examina- 
tion,” he said. 


State 


Oak Ridge Scientist Reveals Increases 
in Radiation Accidents 

The safe administration of radioactive 
drugs to humans and the handling of severe 
radiation exposure ‘were two of the major 


problems in nuclear medicine stressed by 
Dr. Marshall Brucer, chairman of the medi- 
cal division, Oak Ridge Institute of Nuclear 
Studies, in his address before the 70th An- 
nual Meeting. 


“We have a ‘bandwagon’ problem in nu- 
clear medicine, and this is the problem of 
radiation accidents,” Dr. Brucer warned 
“Radiation accidents are increasing expo- 
nentially. The absolute number is. still 
small, but the rate is already 100 times that 
of automobile accidents. With the probabil- 


‘ 
| 
} 
Al 
A’ 
mi 
& 
AB 
. 
ot 
i 
~ 
Ld 


xxiv Journal of Medical Education 


ity of accidents increasing with each new de- 
vice for producing radiation, and with an 
increased potentiality for the deliberate de- 
structive use of radiation, physicians must 
be ready to treat radiation just as they are 
ready to treat every other affliction of the 
body.” 

In relating this problem to medical edu- 
cation, Dr. Brucer said, ‘““There is no cook- 
book of instructions that can be given to the 
medical student. However, there are things 
that can and should be done.” He felt that 
the same kind of training that a physician is 
given to estimate the dose of a drug or a 
food, or a drink, or a poison, is necessary in 
the field of nuclear medicine. 

He deplored the fact that in nuclear medi- 
cine there are so many non-medical workers 
who control dose but have not been trained 
to handle dangerous materials. “In this 
sense we could say that the medical school 
curriculum is four vears of training in han- 
dling deadly drugs with safety. In this same 
sense we can say that we are adding a small 
piece to the medical curriculum 
administer radioactive 
with reasonable safety.” 


how to 


drugs to humans 


The Next Ten Years and the AAMC 
After reviewing the past activities of the 
Association of American Medical Colleges, 
Dr. Ward Darley, 
Executive Director, 
outlined plans for 
its future role in 
achieving the goals 
necessary to the 
improvement and 
the advancement of 
medical education. 
He stated, “The 
most important 
here center 
around thestrength- 
ening of the ele- 
ments of the edu- 


needs 


Ward Darley, M.D 


AAMC cational process it- 
self—the learning of students and the teach- 
ing of teachers, and also around the facilities 
and financing necessary if the educational 
process is to be properly nurtured.” 


Executive Director 
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Darley indicated that the AAMC is 
looking forward to long-range growth in 
maintaining its effectiveness in serving the 
medical schools and medical education as a 
whole. He cited the many activities per- 
formed by the AAMC, and the lines of com- 
munication necessary to maintaining this 
effectiveness. He also emphasized the im- 
portance of communication between higher 
education, the hospitals, industry, govern- 
ment, foundations, and other health profes- 
sions. Darley stressed that leadership must 
come from outside the field of medicine as 
well as within in gaining all the knowledge 
possible about medical education, and that, 
“the medical schools must play the key role 
in gathering this information and in inform- 
ing this leadership.” He added that by doing 
so, the schools must utilize their own organi- 
zation—the AAMC. He therefore urged a 
closer cooperation and a mutual assistance, 
thereby precluding the possibility of waste- 
ful duplication of effort. 

Dr. Darley pointed out that whereas the 
Association has had financial support from 
various foundations and agencies, he be- 
lieves that more of the hard core of support 
must come from its member schools and 
faculties. Noting that there are some 2,000 
individual memberships in the Association, 


he stated that there could be many thou- 


this kind of 
membership can only grow as our faculties 


sands more. Realizing that 


become personally involved in educational 
and creative activities that are stimulated 
by the work of the AAMC, he feels this 
should be no problem because, “if the Asso- 
ciation is to justify its existence by increas- 
ing the stature of medical education, it will 
be because of such involvement.” 


Is Our Educational Span too Long? 
The assembly heard Dr. Aura Severing 
haus, associate dean of Columbia Universi- 
ty’s College of Physicians and Surgeons re- 
port on “The Resurvey of Pre-professional 
Education: Trends and Outlook in the Lib- 
eral Arts Colleges” in which 115 colleges and 
schools participated. From this report he 
stated, ‘There is a growing belief among ed- 
ucators that the total formal educational 
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span is too long and that with the rapidly in- 
creasing factual knowledge, it can only be 
expected to grow longer.’’ The speaker said 
that it is becoming increasingly desirable 
and essential to find ways and means where- 
by, through closer integration of the educa- 
tional states, especially from secondary 
through professional schools, we may short- 
en the span and at the same time teach more 
effectively. The survey revealed there is a 
quickened interest in a balanced liberal edu- 
cation, a growing concern for a better sense 
of values, and a widespread disapproval of 
the waste and inefficiency which results from 
our disjointed periods of formal education. 
“This particular problem of shortening the 
total educational span is more imperative 
when we take into consideration the fact 
that in all probability the youth of America 
will have to give at least two years to mili- 
tary service,” Dr. Severinghaus said. 
“Many medical educators have warned 
that medical education itself is becoming so 
specialized and so vocationally oriented that 
students graduate from medical school hav- 
ing lost interest in and the benefits from a 
background of general education which the 
previous college years had provided,” he de- 
clared. Severinghaus reported that in some 


medical schools special efforts are underway 
to develop a program of medical education 
in which some aspects of liberal education 
will be carried over into the medical school 


years. 

Those attending the 70th Annual Meet- 
ing heard Dr. Roger L. Buck of the Harvard 
Medical S« hool challe nge the beliefs of those 
who advocate changes in the medical school 
curriculum to approximate that of the better 
liberal arts graduate schools. He acknowl- 
edged that there was much merit in this 
thinking, but he contended too little recog- 
nition has been given to some of the basic 
dissimilarities between the traditional medi- 
cal curriculum and that of the graduate dis- 
ciplines. Dr. Buck stated that the graduate 
school concept for medical education should 
begin in the undergraduate, pre-clinical col- 
lege programs. ‘That is, We must see to it 
that the transition from spoon feeding to 
self-motivated education is made in the pre- 
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medical years. There will be no time for this 
in medical school.” 


AAMC 
Banquet 


Bestows Awards at 


Annual 


Top awards were given to Dr. Theodore 
’. Puck of Colorado, and Dr. Alfred New- 
Richards of 
Pennsylvania, at 
the Association’s 
Annual Banquet, 
Monday evening, 
November 2. Dr. 
Puck was named 
winner of The 
Borden Award 
“for outstanding 
research in medi- 
cine conducted 
by a member of 
the faculty of an 
athliated 
lege.” He has 
been professor and head of the department 
of biophysics at the University of Colorado 
School of Medicine since joining their staff 
in 1948. Dr. Puck received a gold medal and 
$1,000, 

The Abraham Flexner Award for Distin- 

guished Service to Medical Education was 

presented to Dr. 

Richards, age 83, 

profes- 

sor of pharmac ol- 

ogy at the Uni- 

versity of Penn- 
sylvania. 


ton 


ol- 


Theodore T. Puck 


emeritus 


The award pres 
entations 
made by Dr. 
Thomas B. Tur- 
ner, dean of the 
Johns Hopkins 
University School 

Alfred N. Richards of Medicine and 

by Dr. William 

Bean, professor and head of the department 
of medicine at the State University of Iowa. 
Over the past 18 years, Dr. Puck has 
made many contributions to medical science 


were 


in the following areas: airborne-infections 
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and their prevention; vapor-liquid equi- 
libria; mechanism of virus attachment to 
host cells and cell-wall penetration by 
viruses. Principal basis of The Borden 
Award is Dr. Puck’s development of a 
method of testtube cultivation of colonies 
from single mammalian cells. This new tis- 
sue culture technique has enabled Dr. Puck 
to measure the effect of x-radiation on single 
cells; has characterized the relationship be- 
tween the dose of radiation and the percent- 
age survival of cells. 

Dr. Puck was a Phi Beta Kappa graduate 
of the University of Chicago in 1937. He re- 
ceived his Ph.D. in Physical Chemistry in 
1940, and remained at the university in a 
teaching and research capacity until 1947. 

Dr. Richards was professor of pharmacol- 
ogy at the University of Pennsylvania from 
1910 until 1946, and served as Vice-Presi- 
dent for Medical Affairs from 1939 to 1948. 
During World War II, he was chairman of 
the Committee on Medical Research of the 
Office of Scientific Research and Develop- 
ment. From 1947 to 1950, he served as presi- 
dent of the National Academy of Sciences. 

At the time Abraham Flexner was writing 
his famous report of 1910, Dr. Richards was 
setting a pattern of personal attention to 
student teaching exercises, of emphasis on 
critical;examination of evidence, and of a 
continuous search for improvement in all 
possible ways. He was a pioneer in combin- 
ing research with teaching of medical stu- 
dents, thereby becoming one of the early ad- 
vocates’of the laboratory method of instruc- 
tion. He is best known scientifically for his 
outstanding research in kidney function. 
His work is credited with resolving the cen- 
tury old differences between two schools of 
thought regarding how the kidney separated 
wastes from the blood and discharged them 
as urine. 

The Association chose Warren Weaver to 
present the Alan Gregg Memorial Lecture at 
the group’s annual banquet. Dr. Weaver 
joined the Rockefeller Foundation as Direc- 
tor of the Division of Natural Sciences in 
1932 and was made Vice President of that 
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divison in 1955. He was recently appointed 
Vice President of the Alfred P. Sloan Foun- 
dation. 

He told his audience, “Keeping the prac- 
ticing physician in close touch with scien- 
tific developments should be one of the 
major aims of medical education today.” He 
added, “There is a discouraging gap in medi- 
cine between what we know and what we 
do.” Despite the great scientific and techni- 
cal advances achieved in the field of medi- 
cine, the speaker said, “It must be confessed 
that we have not as yet evolved a truly 
satisfactory method of bringing al! this new 
science of medicine to the service of men.”’ 

He cited recent studies which showed 
that the practicing doctor often utilizes a 
“disappointingly small fraction” of the sci- 
entific techniques, skills, and procedures 
which were laid before him in medical edu- 
cation. 

Excellent new modes of communication 
have been developed, Weaver pointed out, 
but the medical profession has failed to de- 
velop effective procedures for keeping the 
practicing doctor in continuing touch with 
scientific developments that he should know 
about and should use. ““When we talk about 
improving medical education,” Dr. Weaver 
declared, we are often merely referring to 
what happens in medical school and during 
the immediately subsequent years of ap 
prentice training.” 

The medical educator should be con- 
cerned with the longer-term aspects of medi- 
cal education—with the problem of bridging 
more effectively the gap between the oppor- 
tunities of formal training in medical school 
and the realities of subsequent practice, 
Weaver said. 

“One could say, with considerable justi- 
fication, that we do not need to improve the 
physical facilities or intellectual content of 
teaching so much as we need to improve the 
techniques for learning, for continuing to 
learn, and for using the information which ts 
learned.” 
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BUSINESS MEETING 
Installation of Officers 


The third and concluding day of the 70th 
Annual Meeting was devoted to matters of 
business. Dr. Thomas H. Hunter, Dean of 
the University of Virginia School of Medi- 
cine was installed as president; named presi- 
dent-elect, Dr. George N. Aagaard, Dean of 


Dr. Mitchell and Dr. Hunter 


the University of Washington School of 
Medicine (Seattle); Vice-President, Dr. Don- 
ald R. Anderson, Dean, University of Roch- 
ester School of Medicine; Secretary, Dr. 
Richard H. Young, Dean, Northwestern 
University Medical School; and Treasurer, 
Dr. J. Murray Kinsman, Dean of the Uni- 
versity of Louisville School of Medicine. 

New to the Executive Council are: Dr. 
Robert J. Giaser, Dean of the University of 
Colorado School of Medicine and Vice- 
President ior Medical Affairs, and Dr. Rob- 
ert C. Berson, Dean and Vice-President for 
Health Affairs in the Medical Center, Uni- 
versity of Alabama—replacements for Dr. 
Mark R. Everett and Dr. Gordon H. Scott, 
whose terms expire this year. 

The Association offered a Memorial Reso- 
lution to the late Abraham Flexner and this 
was passed by a standing vote. 

The Association honored the following 
medical educators by naming them emeritus 
members of the AAMC: Dr. Walter A. 
Bloedorn, Dr. Harold S. Diehl, Dr. Herman 
G. Weiskotten; Dr. William E. Brown, Dr. 
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A. C. Fuerstenberg, Dr. Williarn S. McEIl- 
roy, and Dr. William Harvey Perkins. 


MCAT To Be Conducted by Psychologi- 


cal Corporation 


Dr. Darley announced that as of July 1, 
1960, the Medical College Admission Test 
Program will be conducted by the Psycho- 
logical Corporation. The entrance examina- 
tion, which is required of applicants to medi- 
cal schools in the United States, will con- 
tinue to be offered semiannually at 200 test- 
ing centers throughout the United States, 
Canada, and abroad. Results will be sent to 
the medical colleges where the applicants are 
seeking admission and will be used in the 
selection process. The testing program has 
been carried on for the past ten years by the 
Educational Testing Service. 


Federal Health Programs 


Recognizing the fact that the institution- 
al members must be kept alerted to the pro- 
posals that will be presented to Congress re- 
garding matters having a major impact on 
the conduct of medical education and medi- 
cal schools in the future, a Resolution was 
approved whereby: 1) the Executive Coun- 
cil of the AAMC is instructed to study these 
proposals and make recommendations to the 
member schools for their consideration and 
action at a special meeting of the Institu- 
tional Members to be called, if possible, be 
fore the opening of the next session of Con- 
gress, and 2) that the Executive Council 
effect an arrangement whereby the Associa- 
tion can keep in continuing communication 
and consultation with those agencies of the 
Federal Government that have interests or 
programs that concern the welfare of medi- 
cal education or any of its related activities. 


Furtherance of Medical Education by 
the Pharmaceutical Industry 


At the 69th Annual Meeting of the 
AAMC, a resolution was passed whereby the 
Association would seek to meet with leaders 
of the pharmaceutical industry to discuss 
their present programs and strive for devel- 


bale 
| 


xxviii Journal of Medical Education 


oping a sound program of industry support 
which provides contributions that are more 
direct and of greater value to medical edu- 
cation. As a result of these meetings, general 
principles have now been established by the 
Pharmaceutical Manufacturers Association 
and the Association of American Medical 
Colleges for the guidance of all concerned, 
since it is desirable and essential that efforts 
of the industry, in furthering medical educa- 
tion, follow the highest of standards. Dis- 
tribution of these principles is being made by 
the Association office as well as by members 
of the industry. 


PRE-CONFERENCE MEETINGS 
The 1959 Teaching Institute 


A number of important and far-reaching 
outcomes may be forecast from discussions 
held at the 1959 AAMC Teaching Institute 
on October 27-31, at the Edgewater Beach 
Hotel. Dr. Charles G. Child, II of Michigan 
served as chairman of this Second Institute 
on Clinical Teaching. 

More and better backgrounds in mathe- 
matics and the methods of science, changes 
in medical school curriculum patterns, and 
in the role of the internship, the develop- 
ment of a scientific understanding of pa- 
tient-physician relationships and of im- 
proved methods of instruction in the estab- 
lishment of these all-important relationships 

these are a few of the eventualities that 
the discussions portend. 

Recognizing that the physician of tomor- 
row must be better prepared to incorporate 
scientific advances into clinical practice 
throughout his career, the articulation of the 
basic medical sciences with clinical applica- 
tion and the function of the internship were 
discussed intensively on the opening day of 
the Institute. The roles of the university and 
examining boards in shaping medical educa- 
tion were focused upon during the second 
day. On the final day, participants concen- 
trated on the relationship between the phy- 
sician and his patients and on the potential 
contributions of psychiatrists and other be- 
havioral scientists to developing under- 
standing of these relationships. 
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Highlights of discussion-group activity 
will be analyzed in the report of this Insti- 
tute, which will be published along with 
data from the 1959 Teaching Institute 
Workbook and the text of significant papers 
in the Journal of Medical Education. 

The Second Institute on Clinical Teach- 
ing, seventh in the annual AAMC series of 
Teaching Institutes, completes the group 
oriented around the medical educational 
curriculum. A new series focusing on prob- 
lems affecting the basic structure and func- 
tions of medical education will begin in 1960. 
Dr. Carlyle Jacobsen will be chairman of 
next year’s Institute, which will consider the 
effects of changing patterns in medical care 
on medical education. 


Medical School-Teaching Hospital Sec- 
tion of AAMC 


Immediately prior to the Annual Meet- 
ing, approximately 200 teaching hospital ad- 
ministrators, medical school deans and in- 
vited guests convened for the Second Annu- 
al meeting of the AAMC Medical School- 
Teaching Hospital Section. 

In the opening session of the meeting, 
which also carried out the theme, “Medical 
Education in a Changing World,” represent- 
atives from Western Reserve University 
discussed that institution’s unique situation 
with regard to “The Teaching Hospital as a 
Member of the University Family.” Dr. 
John S. Millis, President of the university, 
set the stage for the discussions by stating 
three basic principles which might be con- 
sidered the basis for all hospital-university 
relationships; i.e., unity of purpose and ac- 
tion must be consciously desired as an in- 
dispensable ingredient in the structure of the 
university, and if this is so, machinery must 
be designed to achieve it; cooperation and 
unity are produced by decisions and actions 
which are voluntary rather than compul- 
sory; and, finally, adequate communication 
requires many channels, not on the func- 
tional level alone, but on the executive and 
governing board level as well. Following Dr. 
Millis’ presentation, Dr. Webster Simon, 
Vice President, Western Reserve University; 
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Dr. Douglas Bond, the medical school Dean; 
and Stanley Ferguson, Hospital Administra- 
tor, each discussed the role of his area in the 
total university operation. 

In the second panel session, relationships 
between the teaching hospital, the medical 
school and the university were discussed 
from the standpoints of the privately en- 
dowed institution vs. that of the publicly 
supported. Participants included Dr. George 
N. Aagaard, Dean, and LeRoy S. Rambeck, 
Hospital Administrator, of the University of 
Washington (Seattle); and Dr. Edward W. 
Dempsey, Dean, and Dr. Frank R. Bradley, 
Director of Barnes Hospital, representing 
Washington University School of Medicine 
(St. Louis). 

The final session was devoted to the “Fis- 
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cal Problems of the Teaching Hospital” 
which was presented by Ray E. Brown, Di- 
rector of the University of Chicago Clinics. 

Officers of the Section for the coming year 
are: Chairman, Dr. Donald J. Caseley, Uni- 
versity of Illinois; Vice-Chairman, Dr. Al- 
bert W. Snoke, representing Yale Universi- 
ty; and Secretary (serving second of three- 
year term); Duane E. Johnson, University 
of Nebraska. These men will serve on the 
Executive Committee, along with Dr. Ger- 
hard Hartman, Immediate Past Chairman, 
State University of Iowa; Dr. J. E. Sharpe, 
representing the University of Toronto; Dr. 
Philip D. Bonnet, representing Boston Uni- 
versity; and A. J. Binkert, representing 
Columbia University. 


A 
{ 
\ 
4 
WD 
Teta 


Boston 


Grants totaling $416,570 have been 
awarded the university by the Public 
Health Service for training programs in the 
treatment of the mentally ill. Of this 
amount, the medical school’s department of 
medicine, headed by Dr. BERNARD BANp- 
LER, received $108,725 for training in psy- 
chiatry. Twenty-five thousand will be used 
for the teaching program in psychiatry and 
$83,725 for the residency training program 
in psychiatry at the Boston University- 
Memorial Hospitals Medical Center. The 
NIH has also approved funds to support 
this program for the next four years. 


Cincinnati 


The University of Cincinnati’s Institute 
of Industrial Health is offering graduate fel- 
lowships in Industrial Medicine. The Insti- 
tute, which is in the College of Medicine, 
provides professional training for graduates 
of approved medical schools who have com- 
pleted at least one year of internship. The 
three-year program leading to the degree of 
Doctor of Industrial Medicine satisfies the 
requirements for certification in Occupa- 
tional Medicine by the American Board of 
Preventive Medicine. Two years are de- 
voted to intensive academic and clinical 
study in the field of Industrial Medicine. A 
third year is spent in residency in an indus- 
trial medical department or in some com- 
parable organization. 

The Institute is also offering graduate 
training for professional personnel other 
than physicians, in the field of environmen- 
tal hygiene (industrial hygiene, air pollu- 
tion, industrial wastes, industrial toxicol- 
ogy, etc.) The professional training is pro- 
vided for graduates of approved schools of 
engineering or science. 

Requests for additional information 
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NEWS FROM THE MEDICAL 
SCHOOLS 


should be sent to the Secretary, Institute of 
Industrial Health, College of Medicine, 
Cincinnati 19, Ohio. 


Colorado 


Approximately 50 specialists from 18 pre- 
mature infant centers in the United States 
and Hawaii, met at Colorado Springs recent- 
ly for the purpose of pooling their research 
knowledge as to the cause of prematurity, 
and its prevention. Discussions also cen- 
tered around the role of the obstetrician 
and the pediatrician in the operation of a 
premature infant nursery. 

The conference, believed to be the first 
of its kind ever held, was supported by a 
grant from the U.S. Children’s Bureau and 
was sponsored by the Colorado State 
Health Department and the Colorado Uni- 
versity School of Medicine. A number of 
C.U. faculty members were on the program. 

Construction has begun on a modern 
facility to house laboratory animals used in 
research programs at the C.U. Medical 
Center. To be located on a 141-acre tract of 
land 12 miles southeast of Denver, the 
animal center will be an important addition 
to research and will be completed without 
cost to the State of Colorado, utilizing gift 
and grant funds, according to Dean ROBERT 
J. Giazer. The $17,250,000 expansion pro- 
gram for the C.U. Medical Center, still on 
the drawing boards, includes plans for mod- 
ern, air-conditioned animal quarters on the 
Denver campus. 


Harvard 


The Harvard School of Public Health has 
received a grant of $1,369,460 by the De- 
partment of Health, Education, and Wel- 
fare for the first stage in the construction of 
a nine-story research building. To be erected 
adjacent to an existing structure, the build- 
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in hypertension— 
first rule out 
pheochromocytoma 


SERPASIL 


for the anxious 
hypertensive 

with or without 
tachycardia 


Readily performed in tie office unassisted, the reliable diagnostic test for pheochromocytoma 
with Regitine should be routine in hypertension. A potent antiadrenergic, Regitine is also valuable 
therapeutically in hypertensive crises and in peripheral vascular disease. A concise, illustrated 
booklet, THE TEST WITH REGITINE FOR PHEOCHROMOCYTOMA, is available at no charge. For your 
copy write: Medical Service Division, CIBA, Summit, New Jersey. SUPPLIED: Ampuls (for 


intramuscular or intravenous use in diagnosis), each containing 5 mg. Ft e 
Regitine methanesulfonate in lyophilized form. Tablets for oral admin- Fo 1 ine 
istration (white, scored), each containing 50 mg. Regitine hydrochloride. 


(phentolamine CIBA) 
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ing will house laboratories for research in en- 
vironmental health and nutrition. Construc- 
tion is expected to start in mid-1960. 
According to the school’s dean, Dr. JOHN 
C. SNYDER, the new research facilities will 
greatly strengthen the objectives of the 
School of Public Health aimed primarily at 
the prevention and control of disease and 
disability among population groups. 


lowa 


A library established in memory of the 
late Dr. ARTHUR STEINDLER was dedicated 
November 1, in the department of ortho- 
pedic surgery. The physician died last July. 
He had served as professor and head of 
orthopedics at Iowa for nearly 35 years be- 
fore his retirement from the University in 
1949, and had then served on the Mercy 
Hospital staff in lowa City until his death 
at the age of 81. According to Dr. CARROLL 
B. Larson, Dr. Steindler’s successor as pro= 
fessor and head of the department, more 
than 1,000 volumes from Dr. Steindler’s per- 
sonal collection of books will be placed in 
the memorial library. 


Maryland 


A $125,000 grant from the NIH has been 
made to the department of pathology to 
support the training of medical students, 
postdoctoral fellows, and pathology resi- 
dents in experimental pathology for the 
next five years. While a training program in 
experimental pathology had been started in 
1956 under the direction of Dr. LESTER 
KIEFER, assistant professor of pathology, 
Dr. HARLAN I. FIRMINGER, professor and 
head of the department, stated that an ex- 
perimental approach to pathology is needed. 
He added, few training programs in pathol- 
ogy today include experimental pathology — 
thus the science of the cause and manifesta- 
tion of disease has suffered for lack of ex- 
perimental pathologists. 


Medical Evangelists 


Dr. Epwarp R. PINCKNEY has been ap- 
pointed to the newly-created position of 
executive director of CME’s new Audio- 
visual Postgraduate Extension Courses in 
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Medicine. Dr. Pinckney formerly served on 
Northwestern University’s Medical School 
faculty as director of the Comprehensive 
Clinic and was in charge of preventive 
medicine teaching. While at Northwestern, 
Dr. Pinckney was also assistant editor of 
the Journal of the American Medical As- 
sociation. He will continue as editor of The 
New Physician. 

The new program, which Pinckney will 
direct, consists of producing and distribut- 
ing courses in postgraduate medicine that 
are recorded on tape and filmstrip. These 
courses are designed for physicians and 
doctor groups, including individual prac- 
titioners, hospital staffs, medical society 
meetings, military groups, medical libraries, 
and overseas missionaries. 


Michigan 


Dr. C. J. Tupper and Dr. H. WaALpo 
Brrp have been named assistant deans, ef- 
fective November 1. Dr. Tupper’s activities 
as director of the periodic health appraisal 
program for the university faculty and as 
director of the consultation services of the 
University Health © rvice will be adjusted 
to permit him to devote half of his time to 
the new post. He will have responsibilities 
in the general administrative activities of 
the dean’s office. 

Dr. Bird will continue as associate pro- 
fessor of psychiatry and will retain his pri- 
vate practice. He will be responsible for stu- 
dent affairs. 

Dr. Tupper has been on the faculty since 
1954 and Dr. Bird, since 1956. 
Pennsylvania 

Dr. I. S. Ravprn has been elected Vice 
President for Medical Affairs at the Univer- 
sity. Dr. Ravdin will continue his surgical 
practice and teaching duties in the school 
of medicine as professor of surgery. He 
was elected to the new position follow- 
ing a year of service as Vice President 
for Medical Development, an office estab- 
lished on an interim basis following the 
resignation of the former Vice President for 
Medical Affairs, Dr. NoRMAN TopPiNG, who 
is now president of the University of 
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New books for the medical student . . . 


Truex: STRONG AND ELWYN’S 
HUMAN NEUROANATOM 
Edition 


‘The new student can be overwhelmed by the maze of nerve cells, nuclei, pathways and 
levels he is required to study. In an attempt to help him visualize this neuroanatomic 
material, 37 new illustrations have been added. Twenty-three are in color. The highly 
schematic, and often greatly enlarged, diagrams of major nervous pathways were designed 
to provide visual continuity through different levels of the central and peripheral nervous 
system.’ —Preface. By Raymonp C. Truex, Professor of Anatomy, Hahnemann Medical College 


1959 + 498 pp. + index, 363 figs., 31 col. pls. + Lib. Cong. Cd. No. 59-6568 + $10.00 


Lee’s A SYNOPSIS OF 
ANESTHESIA— 4th Edition 


‘In the wide field of Anesthesia it is astonishing what changes in theory and practice can 
take place in the brief space of five years. Such changes have called for a major revision of 
this small book in order to bring it up to date. . . . This edition differs from the previous 
one in having many new figures. . . . A very complete revision has been carried out. . . 
involving almost every page. Two new chapters have also been added: one, on the 
phenothiazine derivatives, and the other on induced hypothermia. There is a new section 
dealing with halothane (fluothane).’’—Preface. By J. ALrrep Lez, Senior Consultant 
Anesthetist to Southend-on-Sea Hospital, etc. 


1959 + 624 pp.,72 figs. + $6.50 


Basmajian: CATES’ PRIMARY 
ANATOMY— 4th Edition 


This new edition of a favorite text in anatomy for nurses, physiotherapists or general 
college courses emphasizes function in relation to structure. It will be available early in 
1960. Orders now being accepted. By J. V. Basmayian, M.D., Professor and Head of the 
Department of Anatomy, Queen's University, Kingston, Ontario, Canada 


1960 + About 350 pp., 514 figs.,4 pis. + Lib. Cong. Cd. No. 60-6289 + $6.50 
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Southern California. Dr. Ravdin will be re- 
sponsible for directing the administrative 
and academic activities and affairs of the 
university’s medical division, composed of 
the schools of medicine, graduate medicine, 
dentistry, nursing, veterinary medicine, and 
allied medical professions; the Hospital of 
the University of Pennsylvania, Graduate 
Hospital, and the Henry Phipps Institute. 

Dr. JonaTHAN E. Rwoaps succeeds Dr. 
Ravdin as John Rhea Barton Professor of 
Surgery, chairman of the department of 
surgery, and director of the Harrison de- 
partment of surgical research. 


S.U.N.Y. Syracuse 


Dr. ORREN D, CHAPMAN, former profes- 
sor and chairman of the department of 
microbiology, has been made _ professor 
emeritus effective from his retirement date 
of October 1. Dr. Chapman is presently di- 
rector of the Syracuse Regional Red Cross 
Blood Program. 

Dr. Paut F. associate professor 
of pediatrics, has been named acting chair- 
man of the department of microbiology, 
filling the vacancy created by the retire- 
ment of Dr. Chapman. 


Stritch (Loyola Univ.) 


Loyola University has reaffirmed its in- 
tention to construct a multimillion dollar 
medical center on a previously acquired 54 
acre site near Skokie, Ill. The development 
includes eventual removal of the univer- 
sity’s Stritch School of Medicine from 706 S. 
Wolcott Avenue in the west side medical 
center to the new location, which has been 
incorporated as part of Chicago. 

The first unit to be built in the center 
will be a 300 bed hospital and outpatient de- 
partment to cost approximately $10 million. 
Cost of the medical school building to house 
the basic science departments has been esti- 
mated at $7 to $8 million. The new teaching 
hospital will be started with funds already 
available. About $3 million more will be 
needed. The medical school construction 
will follow. Funds will be solicited from na- 
tional foundations, corporations, federal 
government and individual contributors. 
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Tennessee 


Dr. Roran H. ALpEN, chief of the 
division of anatomy at the University of 
Tennessee Medical Units since 1949, has 
been named to the newly-created position of 
associate dean of the graduate school for 
medical sciences. Dr. Alden will begin his 
new duties January 1, retaining his position 
as chief of the division of anatomy. He will 
be taking over a portion of the duties per- 
formed by Dr. T. P. Nash, Jr., dean of the 
School of Biological Sciences. Dr. Nash will 
continue in his position as dean. He has 
served in that capacity since the school was 
organized in 1928, at which time it also be- 
gan functioning as a graduate school. 


Tufts 


Dr. Henry BAKER, professor of clinical 
medicine, was chosen president-elect of the 
American College of Gastroenterology at 
the annual meeting of the College in Los 
Angeles recently. He will assume the presi- 
dency at the annual meeting to be held in 
Philadelphia, Pa., in October, 1960. 


U. of Washington (Seattle) 


Dr. Joun R. HoGness, medical director 
of the University of Washington Hospital, 
has been named assistant dean of the school 
of medicine. He will continue as the hos- 
pital’s medical director, dividing his time 
between the two positions. 

Hogness succeeds Dr. James W. Havi- 
LAND, who resigned the position to devote 
full time to his practice. He will however, 
retain his voluntary appointment as clinical 
professor of medicine and will continue to 
participate in the teaching program. 


Wayne State 


Dr. FERDINAND E. GREIFENSTEIN has 
accepted an invitation by the China Medical 
Board tc become visiting professor at two 
Japanese medical colleges. Dr. Greifenstein 
is chairman of the department of anesthesiol- 
ogy. He will teach at the medical schools of 
Keio University and Kyushu University. 
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An important psychological study 
of a change in medical education— 


Teaching Comprehensive 


Medical Care 


by Kenneth R. Hammond, Fred Kern, Jr., M.D., and Others 
Foreword by Ward Darley, M.D. 


N 1953 the University of Colorado initiated an outpatient facility, 
called the General Medical Clinic, for the purpose of teaching 
and demonstrating the principles of comprehensive medical care to 
senior students. The experimental clinic to which half the class was 
assigned (the other half continued in the traditional curriculum as 
a control group) was initiated in a spirit of scientific inquiry—to 
he studied and evaluated objectively. 

The Behavior Research Laboratory of the University undertook 
to study the effects of the Clinic in relation to the regular senior 
course of study. This book reports in detail the structure of the 
Clinic, tie manner in which it functioned, and a detailed analysis 
of the two teaching programs. Studies of individual differences 
among students are also reported, and related to the various objects 
of the project. 

This is the first and only report of a controlled experiment in 
medical education, and an important contribution to the problem 
of introducing behavioral science concepts into the medical cur- 


riculum. $10.00 


A COMMONWEALTH FUND BOOK 


Through your bookseller, or from 


HARVARD UNIVERSITY PRESS 


79 Garden Street, Cambridge 38, Massachusetts 
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Big Ten Universities to Analyze Medical 
Education in Mid-West 


An intensive study of medical education 
in the Middle West has been proposed by 
Big Ten universities and the University of 
Chicago. The joint effort will be financed by 
the Committee on Institutional Cooperation 
of the Council of Ten and the University of 
Chicago. (Only Purdue and Michigan State 
universities do not have medical schools.) 

Held in connection with the 70th annual 
meeting of the AAMC, the plan was un- 
veiled following a meeting in Chicago of 
C.LC. staff members with medical deans of 
the group and the research staff of the As- 
sociation of American Medical Colleges. 

According to Dr. Henning Larsen, staff 
director for the Committee, “Chief purposes 
of the project are to better understand pros- 
pects for cooperation among our universities 
and to present an accurate story of institu- 
tional accomplishments in medicine to our 
clientele.”” He added, “Such a study should 
emphasize the great need in the face of the 
tremendous expansion necessary to keep 
pace with the population growth.” 

Studies of the Committee on Institutional 
Cooperation are being financed by the Car- 
negie Corporation of New York. Chief ob- 
jectives of the Committee are to collect and 
analyze information concerning cooperative 
efforts of the eleven universities and to indi- 
cate areas where further cooperation can in- 
crease the effectiveness of the institutions. 


National Foundation Offering Fellow- 
ships 


The National Foundation announces the 
availability of fellowships for clinical study 
in arthritis and related diseases for phy- 
sicians who have an interest in rheumatic 
diseases and who intend to apply their 
knowledge of these diseases to clinical 
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service, teaching, or research. Only phy- 
sicians, licensed, or eligible for licensure, to 
practice in the United States and who have 
had at least two years of specialty training 
acceptable to the appropriate American 
Board (or equivalent training) are eligible. 
All applicants must be citizens of the U.S. 

Further information may be obtained by 
writing to the Division of Scholarships and 
Fellowships, Department of Professional 
Education, The National Foundation, 800 
Second Ave., New York 17, N.Y. 


Carnegie Institute Offering New Cur- 
riculum 


Recognizing the growing need for trained 
laboratory personnel in biological sciences, 
the Carnegie Institute of Technology is of- 
fering a new curriculum leading to a degree 
of Bachelor of Science in Bacteriology. 

The new program will prepare the stu- 
dent for career positions in the medical, 
industrial, and food microbiology fields. It 
also affords preparation for specialized 
graduate work in bacteriology, chemistry, 
and related fields. Dr. Duane T. Maunder 
heads the department of biological sciences. 


Book Company Names Three Doctors to 
Editorial Board 


The Medical Book Department of Little, 
Brown and Company announced the ap- 
pointment of three members to its Editorial 
Board who join Dr. Chester S. Keefer, di- 
rector of the Boston University-Massa- 
chusetts Memorial Hospitals Medical Cen- 
ter. They are: Dr. Warren H. Cole, profes- 
sor of surgery, University of Illinois College 
of Medicine; Dr. Joseph F. Ross, professor 
of medicine and associate dean, University 
of California School of Medicine (Los 
Angeles); and Dr. Irving S. Wright, profes- 
sor of clinical medicine, Cornell University 
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WELCOME and LASTING GIFTS: 


THE PREPARATION OF MEDICAL LITERATURE 
— Montgomery Cross + ist Edition + Published 1959 + 451 rm 


COLOR ATLAS OF PATHOLOGY, Volume |! 
* Ist Edition Published 1950 + 546 Pages 


OLOR ATLA 

$. Naval Pages 1032 AMERICAN 
Illustrations in Color $25.00 DRUG 
MEDICAL LICENSURE EXAMINATIONS (Rypins) INDEX 


Edited by Walter L. Bierring, M.D. + 8th Edition « Published 1957 + 964 Pages 


$10.00 1959 
ANATOMY IN SURGERY 
By Philip Thorek, M.D. + ist Edition * Published 1951 + 970 Pages + 720 Illustra 


tions211 in Two or Three Colors. 7 $22.50 $5.75 
MAXILLOFACIAL ANATOMY 


By Harry H. Shapiro, D.M.D. « Ist Edition + Published 1954 + 382 Pages + Over 
400 Illustrations $12.00 


ELECTROCARDIOGRAPHY 
By Michael Bernreiter, M.D. « ist Edition + Published 1958 + 154 Pages + 92 
Illustrations $5.00 


IN THE DOCTOR’S OFFICE 


By Esther Jane Parsons + 2nd Edition + Published 1956 + 326 Pages + Illustrated 
$3.95 


IN THE DENTIST’S OFFICE 


By G. Archanna Morrison + 2nd Edition + Published 1959 + 280 Pages + 41 Ilus- 
trations $7.50 


TECHNIC AND PRACTICE OF PSYCHOANALYSIS 


By leon J. Saul, M.D. « Ist Edition + Published 1958 + 244 Pages 


SIGNS AND SYMPTOMS 
Edited by Cyril Mitchell MacBryde, M1). + ird Edition + Published 1957 + 933 
Pages « 191 Illustrations « 50 Tables * 6 Color Plates $12.00 


MANUAL OF SKIN DISEASES 
By Gordon C. Saver, M.D. « Ist Edition + Published 1959 + 250 Pages + 151 
Figures—28 Color Plates. $9.75 


PEDIATRICS 
Edited by Donald Paterson, M.D., and John Ferguson ety MD. « Ist 
Edition « Published 1956 «© 654 Pages ¢ 192 Figure Numbers « Tables $14.00 


UROLOGY In General Practice 
By Frank C. Homm, M.D)., and Sidney R. Weinberg, M.D. + Ist Edition « Pub- 
lished 1958 + 286 Pages * 259 Figures $6.00 


ORTHOPAEDICS: Principles and Their Application 
By Somvel L. Turek, M. LD). + Ist Edition + Published 1959 « 815 Pages « 491 Ilus- 
trations—40 in Color $22.50 


EPITOME OF SURGERY—Principles and Practice 


1ep a By J. Garrott Allen, Henry N. Harkins, Carl A. Moyer, and Jonathan E Rhoads - 
U.S.P. and N.F. Ist Edition « Published 1957 ¢ 1495 Pages * 623 Figure Numbers $16.00 


1956 83.00 SURGERY OF THE AMBULATORY PATIENT 
By Kroeer Ferguson, AB. M.D., + Edition Published 1955 « 
NEW and 864 Pages ¢ 664 Illustrations $12.00 
NONOFFICIAL SURGICAL DIAGNOSIS 
DRUGS By — Thorek, M.D). + Ist Edition » Published 1956 + 320 Pages * 291 Figure 
1959 $3.35 Numbers $12.00 
FLUID AND ELECTROLYTES IN PRACTICE 


By Horry Statland, M.D. 2nd Edition + Published 1957 225 Pages 31 
trations * 5 Tables $6.00 


Order Now from Your Regular Medical Bookstore or Direct from the Publisher 


J. B. LIPPINCOTT COMPANY 


East Washington Square, Phila. 5, Pa. 
In Canada: 4865 Western Ave., Montreal 6, P.Q. 
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Medical College. Dr. Keefer will serve as 
chairman of the Board. 


Government Notes 


Department of the Army, Office of the 
Surgeon General... . The Calcutta School 
of Tropical Medicine and Hygiene in India 
will be a training ground for Army preven- 
tive medicine specialists in an agreement 
recently concluded by the U.S. Army 
Medical Service and the School. Through 
this arrangement, Dr. R. N. Chaudhuri, 
dean of the School of Tropic al Medicine and 
Hygiene, will accept an Army physician as 
a resident observer on his staff for three 
months with spaces rotating among Army 
internists, preventive medicine officers, and 
occasionally other clinical specialists. Major 
Jerome H. Greenberg, MC, a preventive 
medicine officer in the Army Surgeon Gen- 
eral’s Office, will be the first participant in 
the program at the Calcutta School of 
Tropic al Medi ine and Hygiene. 

USAF Aerospace Medical Center... . 


DECEMBER 1959 


Dedication ceremonies for the Aerospace 
Medical Center at Brooks AFB, San An- 
tonio, Texas, were held November 14. Sen. 
Lyndon B. Johnson addressed the assembled 
military and scientific leaders. The cere- 
monies followed a two-day cardiology sym- 
posium during which heart specialists dis- 
cussed recent research on heart diseases. 

Department of HEW.... Surgeon Gen- 
eral Leroy E. Burney of the Public Health 
Service announced the transfer of the policy, 
planning and staff functions of the Service’s 
international health program to the Office of 
the Surgeon General. Dr. H. van Zile Hyde, 
assistant to the Surgeon General for Inter- 
national Affairs, will be Chief of the Divi- 
sion. The International Education and Ex- 
change program of the present Division of 
International Health will be retained in the 
Bureau of State Services as part of the 
Division of General Health Services, which 
presently administers the Public Health 
Service’s training program for public health 
workers in this country. 
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\ STUDENT ANTHOLOGY 


_ NUMBER TWENTY 


Apy renticeship in 


My father during the early part of his 
apprenticeship had to make up bottles of 
medicine. roll out pills. fill small pots with 
ointment. and spread blisters and warming 
plasters. After 17 he had to attend patients 
who were ill. and he also attended a very 
l.rge number of what the late Mr. Albert 
Smith called “Census increasing cases.” 
He was. therefore. what was called an 
unqualified assistant. but. of course. such 
a person cannot now be legally employed. 


<= One of a series presented hy 


As the practice was eminently what is called 
a country one, most of his visiting was done 
on horseback. and | have heard him say 
that he returned from some of his journeys 
~o fatigued that. after unsaddling the faith- 
ful animal which had conveyed him on his 
long journeys. he lay down in the straw and 
slept in the stall during the remainder of 
the night. 
Dovto 
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PERSONNEL EXCHANGE 


Faculty Vacancies 


ENpDocRINOLOGIST-Brocnemist: M.D. to become di- 
rector of biochemistry laboratory at a 400-bed general 
hospital with medical school faculty appointment. Duties 
to include teaching; research will be encouraged. Large 
Eastern city. Address: V-79 


Puysto.ocist: Full time appointment in physiology 
department of large medical school. M.D. or Ph.D. with 
training and research interests in cardiovascular phys 
iology. Rank and salary (Instructor to Associate Profes 
sor, starting $6400 to $9000 plus, respectively) based 
on qualification and experience. Insurance, pension, travel 
allowance, relocation, other benefits. To assume post 
September 1. Address: V-80 


ANESTHESIA RestpeNncies: Announcing four appoint 
ments for residency in anesthesiology in approved de- 
partment of anesthesia, University Hospitals of Cleve 
land, Ohio, beginning January 1, 1960, for graduates of 
approved medical schools or ECFMG-qualified appli 
cants. Additional appointments for July, 1960. Stipend 
and other information may be obtained by writing 
Robert A. Hingson, M D., Director of Anesthesia, Uni- 
versity Hospitals of Cleveland and Professor of An- 
esthesia, Western Reserve University School of Medicine, 
2065 Adelbert Road, Cleveland 6, Ohio 


PHarMaco.vocist: Ph.D. Position available in a 
medical research institution devoied entirely to research 
work. Current problems deal with hematopoietic mecha- 
nism and arteriosclerosis. No immediate teaching, but 
possibility in the future if interested. Write to: Director, 

Toledo Hospital Institute of Medical Research, 2805 
Oatis Avenue, Toledo 6, Ohio 


Brocnemist: Ph.D. Trained in protein chemistry, for 
research institute work on isolation of regulators con- 
cerned with the mechanism of hematopoiesis \ddress 
inquiries to: Director, Toledo Hospital Institute of 
Medical Research, 2805 Oatis Avenue, Toledo 6, Ohio 


PsycuHiaTrist: Board certified or Board eligible, to 
act as a consultant to state mental health clinics, plan 
education programs for clinic personnel, to assist com 
munities in organizing mental health clinics, to teach 
medical students and psychiatric residents concerning the 
field of community mental health, and to organize and 
participate in research on problems in community mental 
health. Interest in child psychiatry desirable. Position 
carries a professorial appointment in the medical school 
Rank and salary according to qualifications. Address 
Paul E. Huston, M.D., Chairman, Department of Psy 
chiatry, College of Medicine, State University of Iowa, 
Iowa City, 


PepiatrictaNn: Full-time teaching and _ research 
Interested candidates please send complete curriculum 
vitae and recent photograph to Dr. J. M. Severens 
Creighton University School of Medicine, Omaha 2, Nebr 


ASSISTANT Professor oF Anatomy: Ph.D. or M.D 
State medical school, Southwest. Opening for histologist 


x! 


embryologist with research interests. Ample time and 
facilities for investigative work. Salary dependent on past 
record. Address: 


PsyCHtaTric SociaL WorKeER: Full time appointment 
as assistant professor of psychiatric social work in depart- 
ment of psychiatry. Duties will include some administra- 
tive responsibility, supervision and teaching in the under- 
graduate program of the medical school and in the resi- 
dency training program. Salary, $7500 per annum. Inter 
ested applicants should send curriculum vitae and a recent 
phot graph to Mrs. Imogene S. Young, Director, Psychi- 
atric Social Work Services, University of Maryland Medi 
cal School, Baltimore 1, Maryland 


Director oF INTERN Epucation: Physician director 
of Intern Education needed for 306-bed hospital. Salary 
$10,000 per annum, plus extra stipend for research fellow- 
ship. Write Dalton M. Welty, M.D., Washington County 
Hospital, Hagerstown, Md 


ViroLocist: Positions available for two individuals 
with B.S. or M.S. degrees with background in virology 
Positions are in a research laboratory associated with a 
medical school. Address: V-82 


IMMUNOLOGIST-IMMUNOCHEMIST: Position as Research 
Associate is available for full-time investigations in the 
held of thyroid immunology and protein chemistry. Ph.D 
or M.D. with training in protein manipulations and ‘or 
immunologic procedures. Salary $6,000 to $8,000, depend 
ing on background. Interested candidates should send 
a complete curriculum vitae and recent photograph to 
Dr. Sidney Shulman, Department of Bacteriology and 
Immunology, University of Buffalo School of Medicine, 
Buffalo 14. 


PSYCHIATRIST: Assistant or associate professor of psy 
chiatry required. This position will be that of geographical 
consultant with a salary and rank according to experience 
and qualifications (within the range of $7,700 to $10,200 
and private consulting privileges. Applications to R 
Bruce Sloane, M.D., Department of Psychiatry, Queen's 
University, Kingston, Ontario 


Psycatatrist: Assistant or associate professor 
in child psychiatry required. This position will be that 
of geographical consultant with a salary (within the 
range $7,700 to $10,200) according to experience and 
qualifications, and private consulting privileges. Applica 
tions to R. Bruce Sloane, M.D., Department of Psychiatry, 
(Queen's University, Kingston, Ontario 


PsycutaTrist: Lecturer in psychiatry required. Salary 
within range of $6,000 to $8,000) and consulting priv 
ileges, according to experience and qualifications. Appli 
cations té R. Bruce Sloane, M.D., Department of Psychi 
atry, Queen’s University, Kingston, Ontario 


HemaroLtocy: M.D young to do research in modern 
diagnostic methods in hematology and allied diseases 
in collaboration with medical and engineering group 


Address: V-83 
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Compare This New Mosby Otolaryngology Text 
With the Book You Are Now Using 


Does Your Present Text Give Complete, Modern Coverage of Physi- 
cal Diagnosis, Audiometry, Salivary Glands, Vertigo and the Facial 


Nerve? 


Does It Discuss the Physiology of Hearing in the Light of the New 
Operations and Recent Experimental Procedures? 


Does It Give Students Pertinent Illustrations on All Regions Including 


the Oral Cavity? 


By DAVID D. DeWEESE, A.B., M.D., 
Clinical Professor and Head of De- 
partment (Acting) Otolaryngology, 
University of Oregon Medical 
School; Certified by Americar 
Board of Otolaryngology; Examiner 
for American Boord of Otolaryn- 
gology; and WILLIAM H. SAUN- 
DERS, A.B., M.D., Associate Profes- 
sor, Department of Otolaryngology, 
The Ohio State University; Attend- 
ing Staff, Children’s Hospital, Co- 
lumbus, Ohio. Ready Soon. Approx. 
480 pages, 354 Illus- 
trations. About $8.00. 


“VM 


You'll Find All These Features and More 
in the Soon-to-be-Released 


DeWeese-Saunders OTOLARYNGOLOGY 


Now, two of the nation’s leading teachers of otolaryngology, David D. 
DeWeese, M.D. and William H. Saunders, M.D., have combined their 
skills and teaching experiences to write a modern otolaryngology text 
that gives you a well balanced presentation of the subject. This new 
book is finely illustrated, complete and very current. 


OTOLARYNGOLOGY is more complete than any student book yet 
available, but it is concise enough to be read during an average length 
course. All aspects of otolaryngology including bronchoesophagology, 
common operative procedures, oral lesions, the facial nerve, salivary 
glands and head and neck tumors are discussed. 


Clinical correlations are made throughout the book so as to bring theory 
and basic science into direct association with practice. 


The more than 350 fresh, pertinent illustrations will go far in supple- 
menting your own demonstrations of techniques and helping to identify 
individual diseases. In the chapter on oral lesions these illustrations are 
particularly effective in identifying common lesions for the student. 


The chapter on physical diagnosis has outstanding photographic illus- 
trations and gives in exacting detail the complete examination tech- 
nique. It is all in one chapter—rather than scattered in various chapters 
—to make possible the teaching of physical diagnosis as a separate 
subject. No other text shows the technique as clearly. 


Physiology of hearing and modern audiometry are closely correlated 
with the newer advances in otologic surgery. Most texts published prior 
to 1957 do not have this material. Modern testing procedures and such 
audiologic phenomena as diplacusis, recruitment and reduced discrimi- 
nation ability are fully discussed. The often overlooked diseases cf the 
tympanic membrane are also included. 


Gladly Sent to Teachers for Consideration as Texts 


The C. V. MOSBY Company 


3207 Washington Boulevard, St. Louis 3, Missouri 
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department listing the request. 


To aid in solution of the problem of faculty vacancies, MEDICAL EDUCATION will list 
persons and positions available, as a free service. The school department or person may 
have the option of being identified in these columns or of being assigned a key number 
for each position listed. Mail addressed to key numbers will be forwarded to the person or 


Information for these columns should reach the Personnel Exchange, Journal of Medical 
Education, 2530 Ridge Avenue, Evanston, Illinois, not later than the 10th of the month which 
precedes the month in which the listings will appear. 


Personnel Available 


InTeRNIST-HeMATOLOGIST: Age 36, Board certified, 
with five years academic-type practice and previous re- 
search experience, seeks academic position in moderate 
sized city. Address: A-399 


Psycu1aTrist: Female, age 26, completing final year 
of residency in June 1959. Training includes two years 
in an active university program and participation in 
family studies in schizophrenia. Analytically (Sullivanian) 
oriented Special interests: Psychotherapy with schizo- 
phrenics, teaching professionals and non-professionals, 
liberal arts. Seeks position teaching in medical school 
with time for limited private practice. Interested in small 
university community. Address: A-400 


PaarMaco.ocist: Ph.D., 1955; married, 3 children. 
Presently teaching pharmacology to medical students 
Publications. Research interests: drug metabolism and 
toxicology. Desires teaching appointment in medical 
school that would provide opportunity for completion 
of courses leading to M.D. degree. Would continue 
teaching pharmacology after receiving the degree. Avail- 
able August 1. Address: A-401 


Internist: M.D. Age 33. Currently on faculty of 
eastern medical school. Experience in private practice and 
industrial medicine. Eight months experience and training 
in psychiatry. Desires faculty appointment with oppor- 
tunity for clinical investigation in cardio-vascular dis- 
eases, as well as teaching general medicine, in teaching 
hospital. Address: A-402 


VETERINARIAN: Experienced in microbiological tech- 
niques; presently at a medical school Desires position as 
director of experimental animal laboratory. Address: 
\-404 


Ph.D., presently on 
university faculty. Five years experience in virology and 
tissue culture publications. Desires academic position in- 
volving full-time research or research and teaching 
Address: A-405 


OrtTHOPAEDIC SuRGEON: 38. Wants appointment in 
U.S.A. or Canada. Main interest in Traumatic Surgery 
and Research. Now holding consultant post at well known 
British Hospital. Mastership in Surgery and Fellow of the 
Royal College of Surgeons. Address: A-406 


PSYCHIATRIST-NEUROPHYSIOLOGIST: M.D. Certified in 
psychiatry and as a mental hospital administrator. FAPA 
and FSPA. No formal training in neurophysiology but 
using some of its principles with gratifying results in 
coping with the manifold problems of psychosomatic 
medicine. Desires full-time career teaching position in 
medical school with opportunities for teaching psychiatry; 
for learning clinical neurophysiology well enough to in- 
struct; and for carrying on more intensive course of 
clinical investigation. Address: A-407. 


PuysioLocist: Ph.D., 1957, age 31, married, one 
child. Research in cardiovascular-renal physiology. Strong 
background in hypertension. Eleven publications. Ex- 
perience in teaching medical, dental, and pharmacy stu- 
dents. Desires research position with or without teaching 
responsibilities. Address: A-408 


Microsro.ocist: Ph.D., Sept., 1959. Training in all 
fields of basic microbiology with research in microbial 
metabolism. Desires faculty position with teaching and 
research opportunities in a university or medical school 
Address: A-409. 


PHYSIOLOGIST-ENDOCRINOLOGIST: Ph.D., age 36. 
Training and background in endocrine, cellular, mam- 
malian and zoological physiology. Presently assistant 
professor engaged in teaching and research in endocrinolo- 
zy and general physiology. Formerly research associate 
in biochemistry. Desires academic and/or research posi- 


tion. Address: A-410 


ANATOMIST: Age married. Ph.D. Anatomy 1957 
Publications Teaching experience in Eastern medical 
school. Desires teaching position with opportunity for 
research. Address: A-411 


INTERNIST: Age 35, married. Ten years training in 
internal medicine and hematology. Teaching experience 
and research in field of clinical hematology, Bi: me- 
tabolism, radioactive uptakes, experimental hematology, 
and enzyme studies. Desires teaching position with oppor- 
tunity for research. Address: A-412 


SURGEON Age 35, native of Bombay, India. In U S, 
since 1952. F.C.P.S. (Bombay). F.K.C.S.E. (Edinburgh). 
Completed residency training in general surgery in U.S. 
and successfully taken Part I examination of American 
Board of Surgery. Desires. full time position in teaching 
and /or research in American medical school. Presently 
senior resident in surgery in Eastern hospital. Experience 
in plastic surgery as well as urology and anesthesiology. 


Address: A-413 


Uroocist: University trained, finished 1956. Seeking 
full-time academi¢ post: teaching, research, and clinical 
work. Presently in private practice and part-time univer- 
sity teaching. Address: A-414 


Gross Anatomist: D.S.D., Ph.D. Ten years teaching 
experience in medical school; previously taught in dental 
school. Clinical experience in plastic and oral surgery 
Research interests and publications: homotransplantation 
of tissues. Desires academic position in medical or dental 
school with research facilities. Will consider research 
associateship with plastic surgery department. Address: 

415 

Microsro.ocist: Ph.D. Seeking position on medical 
school faculty in Southeast or Southwest. Many years 
experience and supervision in clinical microbiology. Six 
years on medicai school faculty. Qualified in parasitology, 
virology and public health. Address: A-416 


[Continued on p. xlvi) 
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AN IMPORTANT CONTRIBUTION TO THE TREATMENT OF LEPROSY... 


CIBA-1906, A THIOUREA DERIVATIVE, HAS SHOWN THE FOLLOWING 
ADVANTAGES DURING 4 YEARS OF CLINICAL TRIALIN OVER 20 COUNTRIES: 


® reliable antibacterial action in both 
lepromatous and tuberculoid leprosy, 
even in patients unresponsive or re- 
sistant to other antileprosy drugs. 

® minimum of toxic side effects; 
well tolerated even by children and 
patients hypersensitive to sulphones. 
® produces prompt reduction in bac- 
terial count, with correspondingly 
rapid clinical improvement. 

® ‘“‘lepra reactions’”’ occur rarely and 
in mild form. 

® less scar formation and nerve de- 
struction. 

® does not cause depression; may 
produce a sense of well-being. 

® no known contraindications. 

® can be combined with other anti- 
leprosy agents. 

Available only for investigational use; for further 


information write to: 
CIBA LIMITED, BASLE, SWITZERLAND 
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Individual Membership 


Association of American Medical Colleges 


In recent years the activities of the Association of American Medical Colleges have ex- 
panded far beyond the original considerations of administrative problems to the many and 
varied problems of medical education as encountered by the entire medical school faculty. 

The expansion of activities has been due to the growing complexity of medical education 
—the swift development of the medical sciences, the rapid accumulation of new knowledge 
to be taught, the pressure for more graduates, the changing patterns of medical eare, and 
countless other factors. __ 

Because of these factors, the AAMC recognizes the need for a professional organization 
to represent not only the medical schools but the faculty members of these schools. Through 
the offering of individual membership, the AAMC provides you with the opportunity to 
exchange ideas, opinions and information through the Annual Meeting, Teaching Insti- 
tutes, and other activities of the Association. 

The AAMC also encourages you to aitend the Annual Meeting, not only to meet with 
others who are teaching in your field and discussing the educational problems that are 
peculiar to it, but also with the idea of becoming familiar with the entire field of medical 
education as one of society’s most important enterprises. The time has come when teachers 
of medicine must meet together and discuss the problems and activities that are peculiar 
to medicine as education just as they are accustomed to meet and talk about medicine as 
science. 

As an Individual Member you are entitled to receive The Journal of Medical Education, 
the only publication devoted exclusively to medical education. The Journal also carries the 
latest news from the medical schools and provides a valuable service through its Personnel 
Exchange column. You receive the yearly Directory, the Proceedings of the Annual Meet- 
ings, and The Medical Mentor, a newsletter which will keep you informed on items of 
current interest in the field of medical education, both nationally and internationally. 

Individual Membership, at only $10 a year, is open to any person who has demonstrated 
a serious interest in medical education over a period of years. All the privileges of mem- 
bership and a provisional membership card are granted immediately after payment of the 
$10 fee, although confirmation must await official action at the next Annual Meeting. 

To obtain membership, fill out the application form below, append check for $10, and 
return to the Association’s central office at 2530 Ridge Ave., Evanston, Ill. 


INDIVIDUAL MEMBERSHIP APPLICATION 
ASSOCIATION OF AMERICAN MEDICAL COLLEGES 


2530 Ridge Ave., Evanston, Ill. 


Name: 


Mailing Address: _ 


(City) (Zone) (State) 


Field of medical education in which chief interest lies: __ 


College or other connection: _ 
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HELP US KEEP 
THE THINGS 
WORTH KEEPING 


4 


You’d give him the world, if 
you could. A free and happy 
world to learn in. A world of 
peace, where he can grow | 
up, free of fear. 

But peace takes more than 
wanting, these days. It takes 
a lot of doing, too. And peace 
costs money. 

Money for strength to keep 
the peace. Money for science 
and education to help make 
peace lasting. And money 
saved by individuals, to keep 
our economy sound. 

You can do something 
about this. Every U.S. Sav- 
ings Bond you buy helps 
provide money for America’s 
Peace Power—to help us keep 
the things worth keeping. 

Why not buy a few extra, 


in the months to come? 
Photograph by Harold Halma 


HELP STRENGTHEN AMERICAS PEACE POWER 


BUY U.S. SAVINGS BONDS 


one 


The U.S. Government does not pay for this advertising. The Treasury Department thanks fy “ 
The Advertising Council and this magazine for their patriotic donation. 
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xlvi Journal of Medical Education 


SURGEON: Age 33. Certified in surgery and thoracic 
surgery. University trained with research background 
Presently holding part-time university teaching appoint- 
ment. Desires full-time academic appointment in surgery, 
preferably with additional duties as assistant dean work- 
ing with curriculum and postgraduate training program 
Address A 418 


INTERNIST-GASTROENTEROLOGIST: Age 42. Board cer 
titted in internal medicine and in gastroenterology. Train 
ing and experience include 4 years as Mayo Foundation 
Fellow, full-time instructor in gastroenterology in leading 
university, clinical investigation and private practice 
Trained in all gastroenterologic il techniques and bone 
marrow interpretation. Qualified in hematology, periph 
eral vascular diseases and rheumatology. Desires academic 
position in internal medicine, gastroenterology, compre- 
hensive medical care section, as Assistant Dean, or as 
Director of Medical Education in teaching hospital. Ad- 
dress: A-419 


MiIcROBIOLOGIST-CLINICAI PATHOLOGIST M.D 
Ph.D., age 54, married. Wide experience in teaching 
and research in the United States. Returning after several 
years of teaching in medical schools in the Far and 
Middle East. Textbook in course of publication. Desires 
research or teaching position in medical school or in 
teaching hospital. Address: A-420 


PATHOLOGIST-VIROLOGIST: DVM, Ph.D. Experience 
in comparative pathology, virology and tissue culture 
techniques. Also considerable experience in teaching ex- 
perimental pathology to medical students. Desires teach- 
ing appointment in a medical school that would provide 
opportunity for completion of courses leading to M.D. 
degree Address: A 421 


Psycuiatrist: Board certitied, with training in both 
general clinical psychiatry and public health psychiatry 
M.P.H. degree). Six years’ experience in administering a 
community-oriented psychiatric training program in ar 
academic setting. Broad range of personal service ir 
teaching, supervisory, and consultative capacities. Dy 
namic orientation. Numerous research publications. Age 
under 40. Currently assistant professor at medical school 
Desires full-time faculty appointment at higher level 


Address: A-422 


Psycutarrist: Board certified in psychiatry and child 
psychiatry (pending). Eight years experience in teaching 
at student and resident level in adult and child psychiatry 
in academic setting. Broadly experienced in teaching 


ipervisory, and consultative capacities. Analytic orien- 
tation. Nine publication Experience in administering 
child guidance clinic and in community aspects of psychi 
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atcy. Has held position as associate professor of psychia 
wishes to head up division of child psychiatry in 
dical school in either true or geographic full-time posi 
tion. Metropolitan area preferred. Age 45; married: 4 
children. Address 


PHYSIOLOGIST-PHARMACOLOGIST: M.D., Ph.D., age 40 
leaching and research experience includes six years in 
pharmacology and six years in physiology, with one year 
training in laboratory of high polymer chemistry. Desires 
academic and research position in physiology or pharma 


cology department Address: A 424 


INTERNIST: Board certified, university trained, with 
one year training in clinical cardiology and one year in 
cardiovascular laboratory. Presently holding position as 
university instructor. Desires faculty appointment with 
teaching and research in clinical cardiology and electro 
cardiography. Address: A-425 


\Natomist: Ten years teaching experience; all phases 
of medical school anatomy. Broad research interests with 
grant support in gross anatomy and histology. Desires 
university appointment. Northeast or northwest pre- 
ferred. Address: A-426 


ZooLocist. Ph.D., age 43, married, family. Desire 
teaching microanatomy in medical school. Experience 
medical schoo) teaching (medical parasitology); USPHS 
senior assistant scientist, foreign experience as malariolo 
gist; undergraduate teachir 


g, including 6 years instruc ing 
pre-med 


al students in histology. Publications, active 
research program; current interest: histochemistry tech 
niques in study of cellular basis of resistance to a parasitic 
nfection. Willing also to instruct in parasitology, if situa 
tion permits. Available with one semester notice to present 


employer. Address: A-427 


\naromist: M.B., Ch.B. (Witwatersrand, Johannes- 
burg, South Africa), F.R.C.S. (Edint 
| dical school as senior lecturer it 
anatomy. Presently located at University of The Wit 
watersrand as official lecturer in anatomy; part-time 
senior lecturer in applied anatomy since 1949 
Publications. Sur to Union Defence Forces, 1940-46 
with rank of major. In private practice as a general 
surgeon nee 1946. Address: A-428 


urgh). Age 52, «le 


sire position mn 


PeDIATE \N 40, married, 3 children, 7 year 
general practice, 5 years in academic pediatrics as 
issistant professor. Emphasis on clinical teaching, growth 


and development research, and the handicapped child 


Seeks relocation at associate professor level. Excellent 
references. Available in summer of 1960. Address: 4-429 
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PUBLICATIONS 


Useful information for both medical educators and students is published by the Association of 
American Medical Colleges. These publications may be obtained from the Association headquarters 
office, 2530 Ridge Avenue, Evanston, Ill. 


Books and Pamphlets 

Admission Requirements of American Medical Colleges—1958—59 ($2.00). 

History of the Association of American Medical Colleges—1876—1956 

The National Hea!th Service of Great Britain ($1.00). 

El Estudiante de Medicina ($1.00) 

Suggestions for Supplementing the Medical Curriculum in Time of National Emergency 
A Study of Medical College Costs ($1.50) 


The Journal of MEDICAL EDUCATION 
A monthly journal devoted exclusively to medical education. 
Subscription rates: $7 per year, $13.50 two years, $19.50 three years. Foreign $8 per year, $15.50 two years, 


$22.50 three years. Pan America and Canada $7.50 per year, $14.50 two years, $21.00 three years 
Single copies $1.00. 


Journal supplements available: 
Education of Physicians for Industry ($2.00). 
Support of Research by American Cancer Society ($1.00). 
Survey of Women Physicians graduating from Medical School 1925-40 ($1.00). 
Medical Education for Foreign Scholars in the Medical Sciences ($1.50). 


Teaching Institute Reports ($2.00 paperbound, $3.00 clothbound). 
Report of the Conference on Preventive Medicine in Medical Schools (Report of the 1952 Institute). 


The Teaching of Physiology, Biochemistry and Pharmacology (Report of the 1953 Institute). 
The Teaching of Pathology, Microbiology, Immunology and Genetics (Report of the 1954 Institute). 


The Teaching of Anatomy and Anthropology in Medical Education (Report of the 1955 Teaching 
‘nstitute). 


The Appraisal of Applicants to Medical School (Report of the 1956 Institute). 
The Ecology of the Medical Student (Report of the 1957 Institute). 
Report of the First Institute on Clinical Teaching (Report of the 1958 Institute). 


Medical Audio-Visual Institute Publications 
Film Catalog, Fall 1955 and Supplements. 


Films in Psychiatry, Psychology and Mental Health (available from the Health Education Council, 
92 Belmont Drive, Livingston, N_J.). 


Films in the Cardiovascular Diseases (Part | available from the American Heart Assn.), 44 E. 23rd 
St., New York 10, N.Y. ($2.00). 
Part I! available from the Medical A-V Institute ($2.00). 


Publications of Related Organizations 

Hospitals Participating in the Matching Program 1959 (NIMP). 
Results of the Matching Program 1959 (NIMP publication). 

The Student and the Matching Program 1959 (NIMP publication). 


Medical College Admission Test—Bulletin of Information 1959 (Educational Testing Service publi- 
cation). 


Psychiatry in Medical Education—1951 Conference ($1.00). 
The Psychiatrist: His Teaching and Development—1952 Conference ($2.50). 


(The above can be obtained from: American Psychiatric Assn., 1785 Massachusetts Avenue, NW, Washing- 
ton, D.C.). 
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Now... 


after 5 years of research 


and 41,000 patient days 


of clinical testing 


Mead Johnson announces 


a new infant formula 


Enfamil 


Infant formula 


nearest to mother's milk' in nutritional breadth and balance 


In a well controlled institutional study*, Enfamil was com- 
pared with three widely used infant formula products: 


This formula produced: 


weight gains greater than ave rage, 
stool firmness between firm and soft...and 


lower stool fre quency. 


NEAREST... to mother’s milk in its pattern of protein, fat 
and carbohydrate by caloric distribution Consultation of the 
NEAREST... to mother’s milk in its pattern of vitamins and Committee on Maternal and 
Child Feeding of the Food 
minerals (more vitamin D in accordance with NR( riers rs 
‘ and Nutrition Board, 
recommendations ) National Research Council 
NEAREST... to mother’s milk in its fat composition (no but- The Composition of Milks, 
National Academy of 
terfat; no sour regurgitation) 


Sciences, National Research 


NEAREST... to mother’s milk in its ratio of saturated to un- Council, Publication 


Revised 1953. 2. Reasearch 
Saturated fatty acids 
aturated fatty acids Laboratories, Mead Johnson 
NEAREST... to mother’s milk in its low renal solute load & Company. 


ENFAMIL LIQUID—cans of 13 fluid ounces. 1 part Enfamil Liquid 

to 1 part water for 20 cal. per fl. oz 

ENFAMIL POWDER—cans of 1 lb. with measure. 1 level measure of 

Enfamil Powder to 2 ounces of water for 20 cal. per fl. oz. \ Mead Johnson 


Symbol of service in medicine 


MEAD JOHNSON «& COMPANY, EVANSVILLE 21, INDIANA *Trade Mark 
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